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A NEW BOOK! 


Artz and Reiss’ Treatment of Burns 


See SAUNDERS Advertisement on pages A-14 and A-15 
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MECAMYLAMINE HYDROCHLORIDE 


INVERSINE—a secondary amine, different 
from all other ganglionic blocking agents— 
has many clinical advantages: 1.Gives repro- 
ducible effects. 2. Is most potent of all oral 
ganglionic blockers. 3. Provides smooth and 
predictable response. 4. Is completely 
absorbed. S&S. Onset of action is gradual. 
6. Small oral dose gives desired hypotensive 
effect. 7. Is effective even in patients refrac- 
tory to other ganglionic blockers. 


Dosage: Initial dose, 2.5 mg. twice daily, increased by 2.5 mg. at 2-day 
intervals. Average daily dose 25-30 mg. 

Supplied: 2.5 mg. scored tablets and 10 mg. quarter-sected tablets in bot- 
tles of 100. 


INVERSINE IS A TRADEMARK OF MERCK & CO., INC. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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Pro-Banthine:.. 


A Primary Drug in Peptic Ulcer 


pain relieved. 
promptly. 


Among the many clinical indications for 
Pro-Banthine (brand of propantheline bro- 
mide), peptic ulcer is foremost. During 
treatment, Pro-Banthine has been shown 
repeatedly to be a singularly valuable agent 
when used in conjunction with diet, antacids, 
sedation and psychotherapy as required. 
Lichstein and his associates* report that 
Pro-Banthine “proved almost invariably 
effective in the relief of ulcer pain, in de- 
pressing gastric secretory volume and in 
inhibiting gastrointestinal motility. The 


May 


CONFIRMED THERAPEUTIC UTILITY 


motility 
dubibited consistently 


incidence of side effects was minimal. . . .” 

The therapeutic utility and effectiveness of 
Pro-Banthine in the treatment of peptic ulcer 
are repeatedly confirmed in the medical lit- 
erature. Dosage: One tablet with each meal 
and two tablets at bedtime. G. D. Searle & 
Co., Chicago 80, Illinois, Research in the 
Service of Medicine. 


*Lichstein, J.; Morehouse, M. G., and Osmon, K. L.: Pro- 
Banthine in the Treatment of Peptic Ulcer. A Clinical 
Evaluation with Gastric Secretory, Motility and Gastro- 
scopic Studies. Report of 60 cases, Am. J. M. Sc. 232:156 
(Aug.) 1956. 
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TETRACYCLINE BUFFERED WITH SODIUM 
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(BSORPTION FASTER BROAD-SPECTRUM ACTION 


Urine Excretion Study demonstrates Average Blood Levels at 1, 3 and 6 hours 


y one 250 mg. capsule 


25 
2.24 


20 


METAPHOSPHATE 


ACHROMYCIN V admixes sodium metaphosphate with 


tetracycline. ACHROMYCIN v provides greater antibiotic 


absorption/faster broad-spectrum action and is indicated 


for the prompt control of infections, seen in everyday practice, 
hitherto treated with other broad-spectrum antibiotics. 
Available: Bottles of 16 and 100 Capsules. 
Each capsule (pink) contains: 
Tetracycline equivalent to tetracycline HCI. . 250 mg. 
Sodium metaphosphate ...................... 380 mg. 
ACHROMYCIN V dosage: 6-7 mg. per Ib. of body weight per day 


for children and adults. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 


PEARL RIVER. NEW YORK 


*Reg. U.S. Pat. Off. 


May, 1957 


: 

s that more Tetracycline is absorbed from ACHROMYCIN V vs. ACHROMYCIN a 
| one 250 mg. capsule 
ACHROMYCIN V ACHROMYCIN 
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ODORLESS HOME DISINFECTION 


Here’s an important thought: do your patients 
know about safe and odorless disinfection in 
home and sickroom to prevent spread of dis- 
ease? Recommend a 1:5000 solution of aqueous 
Zephiran to disinfect utensils and sickroom sup- 
plies, to rinse diapers, and to sanitize linens, 
toys and furniture. It’s economical! 


EFFICIENCY IN DAILY PRACTICE 


You can save a mile a day when you keep bot- 
tles of Zephiran tincture within reach in the var- 
ious treatment areas of your office. Use it as a 
pre-injection swab, to paint the operative site be- 
fore minor surgery, for application in the treat- 
ment of countless dermatologic conditions, in 
fungus infections, and for many other purposes. 


WET COMPRESSES AND DRESSINGS 


Nonirritating antiseptic wet dressings and com- 
presses are prepared with 1:5000 Zephiran 
aqueous solution, without fuss or waste of 
time.* Zephiran is always ready to do an effi- 
cient job whatever the specific application. 


*Caution: Do not use with occlusive dressings, 


LET ZEPHIRAN WORK FOR YOU 


Zephiran is dependable, safe and economical. A refined cationic 
detergent with unusual wetting and spreading ability as well 

as a highly potent antiseptic— Zephiran kills many gram-positive 
and gram-negative bacteria in seconds. It is nonirritating and 
virtually nontoxic. Zephiran has hundreds of uses in daily practice. 


REFINED BENZALKONIUM CHLORIDE 


ephiran 


CHLORIDE 


ZePHiran, (BRAND OF BENZALKONIUM, AS CHLORIDE, LABORATORIES, New York 18, N. ¥. 
REFINED), TRADEMARK REG. U.S. PAT. OFF. 
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NEW not repeat action— 


CONCEPT not delayed action—but 
continuous antiallergic action 


THE UNIQUE OUTER SHELL 

of the Lontab actually contains 
33 mg. Pyribenzamine. There is 
no enteric coating to prevent 
immediate release. Thus, the 
Pyribenzamine Lontab acts faster. 
THE UNIQUE INNER CORE 

of the Lontab contains 67 mg. 
Pyribenzamine. This core is 
specially formulated to release 
the medication at a uniformly 
regular rate, hour after hour. 
Thus, the antiallergic effect is 
sustained for as long as 12 hours. 


protects your allergic patient 
all day or all night 


SIMPLY BY TAKING ONE LONTAB 
in the morning and one in the 
evening your patient is protected 
from allergic symptoms 24 hours 

a day. Prescribe Lontabs for any 
allergic patient responsive to 
antihistamine therapy. 


Supply: Pyribenzamine Lontabs, 100 mg. (light blue). 


PYRIBENZAMINE® hyd ide (tripel ine hydrochloride CIBA) 
LONTABS'-™: (long-acting tablets CIBA) 


fi I B A SUMMIT, N. J. 2/2442MK 
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dutmoding older concepts 


IN THE FULL RANGE OF AGITATED MENTAL 


AND EMOTIONAL DISTURBANCES FROM SEVERE 


PSYCHOSES TO ANXIETY AND TENSION STATES, 


age-old methods of merely sedating the anxious or of 


managing hospitalized patients by heavy sedation or physical 


restraints have been largely supplanted by the older tranquilizers. 


Certain of the latter agents in turn are due to be superseded by 


TRILAFON, a new all-purpose tranquilizing agent which offers 


greater potency combinéd with increased flexibility and an adequate 


margin of safety in the recommended dosage ranges. 
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AN G E T RAN QUILIZER 


with markedly enhanced potency 


(pronounced Tril’-a-fon) perphenazine 


equally valuable in all degrees of psychic 


disorder responsive to tranquilizing therapy 


AGITATED HOSPITALIZED PSYCHOTICS 
AMBULATORY PSYCHONEUROTICS 
ANXIETY AND TENSION STATES 


e potency increased 5-fold over chlorpromazine 


e uniquely high therapeutic index—10 times higher 
than chlorpromazine in animal studies 


e jaundice notably infrequent in studies to date 
e significant hypotension virtually absent 

e no agranulocytosis reported 

e skin photosensitivity neither observed nor elicited experimentally 
e nasal congestion uncommon 


e mild insomnia and motor restlessness infrequent 


unexcelled also as a potent antiemetic 


Dosage: For specific information consult Schering literature. 
Packaging: TRILAFON Tablets: 2, 4, and 8 mg., bottles of 50 and 500; 
16 mg. (for hospital use), bottle of 500. chewing 
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will her arms be filled this time? | 


One or two of your next 10 pregnant patients I 
may abort. To help these aborters maintain their f 
pregnancy, Nugestoral® supplies five agents known 
to contribute to fetal salvage. Three Nugestoral 
tablets per day throughout gestation will 


help bring your abortion-prone patients to term. 


new for the abortion-prone patient 


NUGESTORAL 


Each tablet contains ethisterone (Progestoral®), 15 mg; hesperidin complex, F 
175 mg: ascorbic acid, 175 mg; sodium menadiol diphosphate (vitamin K analogue), } 


2.0 mg; dl, alpha-tocopherol acetate, 3.5 mg. In packages of 30 tablets. 


ORGANON INC. Orange, New Jersey & 
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FORTHCOMING FEATURES 


ww Postgraduate 
Medicine 


A Series of Special Articles on 


PHYSICAL MEDICINE 
AND REHABILITATION 


including 
Use and Abuse of: 


Ambulation training 
By ARTHUR ABRAMSON, M.D., Albert 
Einstein College of Medicine 


Heat 
By NADENE COYNE, M.D.. Western 
Reserve University 


Rest 
By MIECZYSLAW PESZCZYNSKI, M.D., 
Highland View Hospital, Cleveland 


Massage 
By DONALD L. ROSE, M.D., University 
of Kansas 


and 


Rehabilitation of the blind and 
partially sighted 
By H. B. AYCOCK AND MARY E. SWITZER, 
U.S. Department of Health. Education 
and Welfare 


Overprotection and underprotection 
of the cardiac 
By PHILIP R. LEE, M.D., Palo Alto 
Clinic 
Speech handicaps 
By DARREL J. MASE, PH.D., University of 
Florida 


Psychologie aspects of physical 
disability 
By MORTON A. SEIDENFELD, PH.D., The 
National Foundation for Infantile 
Paralysis 


Rehabilitation and educational 
aspects of working with people 
with hearing handicaps 
By RICHARD SILVERMAN, P1.0., Central 
Institute for the Deaf 


ANNOUNCING 


A Completely New and Timely Addition to the 
Year Book Series 


THE YEAR BOOK OF 


CANCER 


Edited by RANDOLPH LEE CLARK, Jr., M.D., and RUSSELL W. 
CUMLEY, Ph.D., University of Texas M. D. Anderson Hospital 
and Tumor Institute. With the assistance of an editorial board 
of 27 and 93 consulting editor-authorities. 


Reserve Your Approval Copy Now 


The Year Book of Cancer brings together under one cover, 
and for the first time in any language, detailed abstracts 
(with illustrations and editorial comments) of the best inter- 
national journal articles on all aspects of the cancer problem. 
Presented in the concise, terse style for which the Year 
Book Series is so widely used and appreciated, the truly 
significant developments in research and clinical manage- 
ment now become avaiable in a compact, convenient quick- 


reference format never before obtainable. 


Ready June. 475 pages, 190 illustrations. Approx. $7.50. 


JUST READY — New 2nd Edition 
Greenhill's Surgical Gynecology 


Operations — Dr. 
Including ndbook of Opera 
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THE YEAR BOOK PUBLISHERS, INC. PUBLISHERS 
200 East Illinois St., Chicago 11, Ill. 


Please send for 10 days’ examination. 


C) Year Book of Cancer, approx. $7.50 
() Greenhill’s Surgical Gynecology, approx. $9.00 
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seasonal allergies 
colds 


you can check excessive 
irritant secretions... 


orally with 


Novahistine: 


In the management of seasonal allergies and the common 

cold, Novahistine works better than antihistamines alone. 

The distinct additive action of a vasoconstrictor with an anti- 

histaminic drug combats allergic reactions more efficiently . . . 

provides marked nasal decongestion and inhibits excessive irri- 

tant secretions. Novahistine eliminates patient misuse of nose 

drops, sprays and inhalants... avoids the risk of rebound conges- 
tion. Novahistine will not cause jitters or insomnia. 


Each Novahistine Tablet or teaspoonful of Elixir provides 5.0 mg. of 
phenylephrine HCl and 12.5 mg. of prophenpyridamine maleate. For 
patients who need greater vasoconstriction, Novahistine Fortis Capsules and 
Novahistine with APC Capsules contain twice the amount of phenylephrine. 


Pitman-Moore Company © Division of Allied Laboratories, Inc. 


Indianapolis 6, Indiana 
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NEW! 


Artz and Reiss’ 
Treatment of Burns 
Definite help on every aspect of therapy 


All the valuable hints, procedures and concepts that could be 
gleaned from 7 years’ experience with more than 1,000 burned 
patients at the Brooke Army Medical Center have been includ- 
ed here. No other one book gives you such a precise picture of 
what to do and what not to do in the treatment of burns. 


The authors have carefully integrated the many details of 
burn therapy such as: fluid balance, wound management, anes- 
thesia, surgical technique, nutrition, prevention of infection, 
physiotherapy and psychotherapy. 


Here is just a small selection of the many topics considered: 
Appraisal of Burn Seriousness . . . Treatment During the 
First 48 Hours .. . Planning Execution and Aftercare of 
Grafts ... Burns Complicated by Fractures . . . Septicemia 
and Its Role in Burn Deaths... . Electrical and Chemical Burns 
... Prevention and Treatment of Emotional Disturbances . . . 
Nursing Care ... Complications ... Compromise in Therapy 
for Disaster 


No physician knows when his next burned patient will appear 
—but if you have ever been called upon to treat a severe burn 
you can well imagine how useful this practical new hook may 
be to you in the future. Be prepared for your next burn emer- 
gency—and make sure “Artz and Reiss” is in your office! 


By CURTIS P. ARTZ, M.D., F.A.C.S., Lt. Col., MC, U.S.A. (Ret), formerly. 
Director, Surgical Research Unit, Brooke Army Medical Center, Fort Sam 
Houston, Texas; Presently, Associate Professor of Surgery, University of 
Mississippi Medical Center; and ERIC REISS, M.D., American Cancer 
Society Scholar and Instructor in Medicine. Washington University School 
of Medicine, St. Louis, Missouri. 250 pages, 644” x 9%4”, with 105 illustra- 
tions. About $9.00. New! 


The illustrations at right show you > 


A. Second-degree burn treated by exposure. This patient was burned when 
a gas stove exploded. The second-degree, burned areas over the left shoulder, 
arm and left side of the chest have been cleansed and all detached epidermis 
removed. A plasma-like exudate is exuding from the injured surface. 


B. The 9th postburn day. A firm, natural protective covering of the wound 
has formed from the drying of the exudate. Some of the superficial areas on 
the left side of the face and front of the chest have completely epithelized. 
The band of normal skin on the left forearm was uninjured because of pro- 
tection from a wrist watch. With a burn on only one side of the body, this 
patient was ideal for treatment by exposure. 


C. The 19th postburn day. The entire crust has desquamated, leaving a 
well-epithelized surface. There is reddening and diminution of pigment over 
the burned areas on the face, left arm and left chest; but there is no evi- 
dence of scarring. 


Use the convenient SAUNDERS order form on opposite page 
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NEW! 


Campbell's 
Principles of Urology 
A practical guide for the non-urologist 


Dr. Campbell’s helpful new book was written specifically to 
meet the needs of the non-urologist in active general practice 
either in the office or at the bedside. 


Urologic symptoms and their potential significance as indica- 
tions for special urologic examination are described. The 
office urologic examination (both physical and laboratory) is 
detailed and the minimum urologic equipment necessary for 
the non-specialist’s office is listed. Tests of renal function, 
urography, use of urethral catheters and steel sounds are all 
detailed. 


Dr. Campbell tells you what you need to know about Anatomy 
and Physiology of the Urogenital Tract; and what you want to 
know about Urinary Obstruction as well as Embryology and 
Anomalies of the Urogenital Tract. Minor urologic office pro- 
cedures such as meatotomy are described and illustrated. 


Over 50 pages are devoted to the most common Infections of 
the Urinary Tract with details on pathogenesis, pathology, 
symptoms, diagnosis, prognosis and treatment. A generous 
amount of information on the Male Reproductive Tract and on 
Neuromuscular Uropathy follows. 


The entire gamut of injuries to the kidneys, ureter, bladder, 
penis, urethra, testicle, etc. is discussed from the standpoint 
of diagnosis and treatment. 


The problems of Calculous Disease and Tumors are carefully 
illuminated. There are special chapters on the Adrenals and 
on Female Urology. 


Major urologic surgery is explained only in so far as it is 
necessary for the non-urologist to understand when, why and 
how it should be used. There is no detailed description of 
surgical technique. 


By MEREDITH F. CAMPBELL, M.S., M.D., F.A.C.S., Emeritus Professor 
of Urology, New York University. Consulting Urologist to Bellevue Hospital, 
New York and to St. Francis Hospital, Miami Beach, Florida. 622 pages, 
61.” x 9%", with 319 illustrations. $9.50. New! 


W. B. SAUNDERS Company, West Washington Square, Philadelphia 5 


Please send me the following and charge my account: 


| 

| 

| O Artz and Reis’ Treatment of Burns.............. 
| ( Campbell’s Principles of Urology................ 
| (J Leopold’s Physical Diagnosis.................... 
| Adler-Gifford’s 
| 


Name 


Address 


May 1957 


New (2nd) Edition! 
Leopold's 

Physical Diagnosis 
Considers the entire body 


Here are the basic methods of physical 
diagnosis (inspection, percussion, pal- 
pation and auscultation) plus latest prin- 
ciples of acoustic and x-ray interpreta- 
tion. Dr. Leopold helps you correlate 
physical signs with the underlying phys- 
iologic and pathologic disturbance. He 
has added a brand new chapter on Pedi- 
atric Examination and has completely 
rewritten many others. 

By SIMON S. LEOPOLD M.D., Professor of 
Clinical Medicine, School of Medicine and Gradu- 
ate School of Medicine, University of Penn- 
sylvania; Chief of the Thoracic Clinics, Hospital 
of the University of Pennsylvania. 537 pages, with 


379 illustrations, plus 25 plates in color. $9.00. 
New (2nd) Edition! 


New (6th) Edition! 


Adler-Gifford's 
Ophthalmology 


Useful in general practice 


A minutely detailed account of the office 
diagnosis and treatment of common eye 
disorders. A new chapter on Ocular In- 
juries is actually a small manual of first 
aid care of the eye and will serve the 
general practitioner well in emergencies. 
Ocular manifestations of general dis- 
eases such as tuberculosis, measles, dia- 
betes, anemias, and hypertension are 
well covered. 

Ry FRANCIS HEED ADLER, M.D., William F. 
Norris and George E. DeSchweinitz Professor of 
Ophthalmology, University of Pennsylvania Medi- 
cal School; Consulting Surgeon, Wills Eye Hospi- 
tal and Children’s Hospital of Philadelphia. 504 


pages, with 277 illustrations, 26 in color. $8.00. 
New (6th) Edition! 
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Conditions requiring diuretic treatment 
for sustained periods of time can be ideally 
controlled by DiAmox. 


Diamox has been found strikingly effective in 
a variety of conditions: cardiac edema, 
glaucoma, epilepsy, toxemias of pregnancy, 
obesity, premenstrual tension. 


Administration of Diamox once daily or every 
other day results in adequate control of edema 
since Diamox is effective in the mobilization 
of edema fluid and in the prevention of 

fluid accumulation. 


A versatile diuretic, Diamox is well-tolerated 
orally, and even when given in long term 
dosage, side effects are rare. Excretion by the 
kidney is usually complete within 12 hours 
with no cumulative effects. 


Dosage can be adjusted to ensure a restful 
night. 


Supplied: Scored tablets of 250 mg. (Also 
in ampuls of 500 mg. for parenteral use.) 


nonmercuria! diuretic 


EDERLE LABORATORIES DIVISION, AMERICAN CYANA» COW PANY. PEARL MIVER, NEW YORK 
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two aifferent antivacterial actions: 
the action of 
a single, soluble sulfonamide 

plus the antibiotic action 

of oleandomycin = 


Gantrimycin is Gantrisin plus oleandomycin -- 


a tablet within a tablet. 


Gantrimycin is effective against many infections 
refractory to other antibiotics because Gantrisin 


interferes with the basic nutrition of the 


- pathogens, and oleandomycin attacks another vital 


system in the growth and reproduction of the 


pathogens. 


Gantrimycin acts against the great majority of 


common pathogens and provides more certainty of ~~ 


therapeutic success -- particularly in: 
- Upper and lower respiratory tract infections 
- Pyogenic infections 


- Urinary infections 


Gantrimycin is well tolerated. No danger of renal 


blocking. No need for alkalies or forced fluids. 


Each Gantrimycin tablet contains 333 mg Gantrisin® 


(brand of sulfisoxazole) and 75 mg oleandomycin 


(as the phosphate salt). Available in bottles of 


50 tablets. 


Hoffmann - La Roche Inc + Nutley - N. J. 


Gantrimycin™™: 


| 
| 
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for natural acceptance of your prescribed contraceptive regimen + fulfills your patient's 
natural wish that her possessions reflect her femininity. Each Lanteen Exquiset contains: 3 oz. 
tube of Lanteen spermicidal jelly, soothing, cleanly scented; easy-to-insert, molded, flat spring 
diaphragm ; Easy-Clean applicator ; universal inserter —all fitted into a stylish, soft plastic purse. 
Lanteen jelly contains ricinoleic acid 0.50%, hexylresorcinol 0.10%, chlorothymol 0.0077%, sodium benzoate and glycerin in a 
tragacanth base. Lanteen jelly and flat-spring diaphragm sets are distributed by George A. Breon & Company, 1450 Broadway, 


New York 18, N.Y. (In Canada: E. & A. Martin Research Ltd., 20 Ripley Ave., Toronto, Canada.) Manufactured by Esta Medical 
Laboratories, Inc., Chioago 38, Ill. *Trademark of George A. Breon & Company 
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A FRIEND of mine, recently of Dallas, claimed 
he went to the only place to eat in New York, 
ordered a “gourmet,” and they were out of it. 
So he had his usual, a bowl of oatmeal and a 
rasher of bacon on the side. Previous to this 
trip East, he had always had a “slab” of bacon 
with his oatmeal; but, now, he’ll settle only 
for a rasher, his wife says. 

I’ve been to conventions all the way from 
Houston to New York (and that’s about as 
far as a man ought to go) and always there’s 
someone who married a native there and who 
knows just the place to eat. The place must 
have atmosphere, but it doesn’t hurt if it also 
has food. This atmosphere may be confused 
with a blown-out fuse, because most often it’s 
just plain dark. However, it takes an interior 
decorator with a steady hand to unscrew the 
right number of light bulbs and to fire up 
enough, but not too many, candles to create 
enough atmosphere—to add 20 per cent to 
the price of the entree. Actually, there should 
be enough light to prevent the patrons’ sitting 
on the tables by mistake but not enough for 
them to read the “oleo” sign on the butter 
square. 

There’s another type of atmosphere in 


some of the places in the Midwest and South- 
west; this comes first from the location. It’s 
always well placed in an inconvenient part 
of town, and it’s usually a reconverted man- 
sion (too many bedrooms and not enough 
baths to function as a boarding house or a 
funeral home). These restaurants have a 
series of small dining rooms and they man- 
age to capture the air of the old boarding 
house in every way except for the price. 
Unlike the candlelight effect, they have so 
much light that everyone thinks they’re on 
television; one glance at the chandelier and, 


for the rest of the meal, you can’t tell your 
scallops from the spots in front of your eyes. 

Restaurants in New York have more pic- 
tures on the dining-room walls than those in 
any other area of the country. Mostly, these 
are photographs of actors or, maybe, they’re 
just New Yorkers. Anyway, some aren’t too 
well known nationally and others are even 
more obscure; but they all look healthy, have 
front teeth, and are always good for a guess- 
ing game for the tourist. I have a favorite 
place to eat just “off Broadway” (a dollar by 
cab, including the tip). It has so much atmos- 
phere that the automatic doors on the kitchen 
keep blowing out the candles. It’s called “The 
Olde Cornish Hen.” Mostly, it just has tradi- 
tion; it’s been there so long you can barely 
make out the writing on the sign since the 
neon burned out. They specialize in imported 
ham and eggs. 

In some areas in this country “eater-outers” 
really suffer, as aptly pointed out by a friend 
of mine when he remarked, after an exotic 
meal in San Francisco, “You just can’t get 
Hawaiian food like that in Oklahoma.” (The 
friend had spent his sheltered childhood watch- 

(Continued on page A-20) 
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for anxiety 


and tension in 


everyday practice 


m@ well suited for prolonged therapy 

@ well tolerated, relatively nontoxic 

@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
m chemically unrelated to phenothiazine compounds and rauwolfia derivatives 
@ orally effective within 30 minutes for a period of 6 hours 


anxiety and tension states and muscle spasm 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate—U. S. Patent 2,724,720 
Tranquilizer with muscle-relaxant action 
DISCOVERED AND INTRODUCED 
BY WALLACE LABORATORIES, New Brunswick, N. J. ( 
SUPPLIED : (Bottles 50 tablets) : 
400 mg. scored tablets ‘ 


200 mg. sugar-coated tablets 


USUAL DOSAGE : One or two 400 mg. tablets t.i.d. STAND ARD ~~. — ah 
Literature and Samples Available on Request 40 Oo mg. a 
THE MILTOWN® SCORED 


MEPROBAMATE MOLECULE 
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TASLETS 


CM-3706-R5 


A-19 


| 


each 
dose 
is fresh 
... for 
complete 
potency 


FOLBESYN 


VITAMINS LEDERLE 


B COMPLEX +cC 


Separate packaging of dry vitamins and diluent (mixed 
immediately before injection) assure controlled dosage. 
The folic acid solution is specially prepared to preserve 
full potency and to serve for quick solution of the dried 
vitamins. FOLBESYN may be conveniently added to stand- 
ard intravenous solutions. 
*REG. U. S. PAT. OFF. 


Dosage: 2 cc. daily. 
Each 2 cc. dose contains: 


Thiamine HCI (B;) 10 mg. 
Riboflavin (B2) 10 mg. 
Niacinamide 50 mg. 
Pyridoxine HCI (Bg) 5 mg. 
Sodium Pantothenate 10 mg. 
Ascorbic Acid (C) 300 mg. 
Folic Acid mg. 
Vitamin Bi2 15 mcgm, 


LEDERLE LABORATORIES DIVISION 
Lederie) AMERICAN CYANAMID COMPANY 


PEARL RIVER, NEW YORK 


“Placebo” 


ing the hogs run around under the house 
through the cracks in the floor.) 

Good restaurants must have a wine cellar. 
I was advised by a New York waiter that it 
was red wine with meat, white with fish, and. 
if you wanted something small, adequate and 
paralytic, “Bleu Smog” ’57 imported from one 
of the Western provinces couldn’t be equaled. 

Some of the places skip the atmosphere 
and just specialize in one item like “ribs” (no 
meat, just ribs), or they allow you to pick 
your own chicken and forbid you to use any- 
thing but your feet or fingers while eating. 

About the neatest arrangement since they 
started putting “His” and “Hers” on towels 
is that of branding your own steak; in fact, 
at one place near the stockyards in Chicago, 
you can go down to the packing house and 
“knock” your own steer. 

Another essential in all of the restaurants 
is the chef’s dressing for the salad; it must be 
different and, to be just right, it must give 
you “heartburn” all afternoon without keep- 
ing you awake that night. 


. New York is about the only city with cafés 

in which one can eat only after the theater 
(or the late show on television). These places 
really have the atmosphere; every customer 
brings his own. They have attractions you 
just don’t see in the colonies, such as girls 
with these new Italian crew cuts and celebri- 
ties as inconspicuous as a horse with horns 
trying to go “unnoticed” from table to table. 
One night I spent so long figuring out that a 
lady with purple hair and dark glasses was 
nobody but a lady with purple hair and dark 
glasses, my shirred eggs froze. 
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MILLIONS OF 
ASTHMATIC ATTACKS 


have been aborted faster...more effectively... 
more economically with 


Automatically measured dosage 
and true nebulization...nothing 
to pour or measure...One in- 
halation usually gives prompt 


relief of acute or recurring 


asthmatic attacks. 


Medihaler-Epi replaces in- 
jected epinephrine in urticaria, 
edema of glottis, etc. due to 
acute food, drug or pollen re- 
actions...Each 10 cc. bottle 


SLIPS INTO POCKET delivers 200 inhalations. 
FOR CHILDREN, TOO OR PURSE 


IN ASTHMA PRESCRIBE EITHER 


Medihaler-EPI° Riker brand epinephrine Medihaler-ISO° Riker brand isoproterenol 
U.S.P. 0.5% solution in inert, nontoxic aerosol HCI 0.25% solution in inert, nontoxic aerosol 
vehicle. Each measured dose 0.12 mg. epinephrine. vehicle. Each measured dose 0.06 mg. isoproterenol. 
In 10 cc. bottle with measured-dose valve. In 10 cc. bottle with measured-dose valve. 


Note: First prescription for Medihaler medications should include the desired 


medication and Medihaler Oral Adapter (supplied with pocket-sized plastic 
carrying case for medication and Adapter). 


The Medihaler Principle 


is also available in Medihaler-Nitro™ (octyl nitrite) for the rapid relief of angina pectoris 
..-and Medihaler-Phen™ (phenylephrine-hydrocortisone-neomycin) for lasting, effective 


relief of nasal congestion. (r oo. 
Rik 
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MERCK SHARP & DOHME 


announces an important 


new “psychotropic’”’ agent 


(BENACTYZINE HYDROCHLORIDE) 


An entirely new approach to the medical problem of mild 
anxiety states, tension, depression and compulsion. 


‘SUAVITIL’ relieves anxiety without producing depression 
or drowsiness... assists patients to deal more construc- 
tively with the situations which produced such anxiety. 


‘SUAVITIL’ differs fundamentally from any 
of the substances currently used in this field. 
‘SUAVITIL’ has been reported to be, in many 
cases, the only agent indicated in the treat- 
ment of depression. 


‘SUAVITIL’ causes no euphoria and leaves the 
quality of thinking virtually unchanged. It im- 
poses no sedation and has no hypnotic effect, 
although it relieves sleeplessness by reducing 
repetitive thinking (futile rumination). 


What it is 


‘SUAVITIL’ (benactyzine hydrochloride) is a 
centrally acting psychotherapeutic agent with 
selective activity on various functions of the 
brain. It is believed to act essentially by in- 
hibiting the transmission of nerve impulses 
between neurons. 


‘SUAVITIL’ may best be described as an anti- 
phobic, antiruminant, “mood normalizer”. It 
has been extensively used in Engiand and Den- 


mark, and clinicians report that it effectively 
relieves tension, anxiety and depression in a 
majority of their psychoneurotic patients. Sub- 
jective benefits have been described by pa- 
tients in the following terms: “I feel calm”; “It 
is a feeling of well-being”; “I feel soothed”.' 


What it does 


‘SUAVITIL’ offers a new and specific type of 
neurochemical treatment for the patient who 
is disabled by anxiety, tension, depression, or 
obsessive-compulsive manifestations—whether 
the anxiety is founded in fact or whether it has 
become a neurotic state, out of proportion to 
environmental stimuli. 


Absorption and tissue distribution 


‘SUAVITIL’.is well absorbed and rapidly dis- 
tributed in all tissues. However, except for 
CNS tissue it is rapidly metabolized out of all 
other tissues. Onset of effect is rapid, within 
20 to 30 minutes. 
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Essentially nontoxic 


No toxic effects have so far been reported in 
300 clinical cases taking up to 40 mg. a day 
for several months. In man, single oral doses 
as high as 90 mg. have been taken without evi- 
dence of toxic effects. Chronic toxicity studies 
in animals have shown no signs of drug tox- 
icity. Urine, plasma, liver and heart studies 
have all been within normal limits. 


Indications 


‘SUAVITIL’ Tablets are specifically recom- 
mended in the treatment of mild anxiety states 
associated with obsessive-compulsive reac- 
tions. The efficacy of ‘SUAVITIL’ in these in- 
dications is unique. Some “tranquilizers” not 
only are of limited or no value but in many 
cases are contraindicated because they may 
produce or deepen depression.” 


‘SUAVITIL’ is of value in the treatment of 
mild anxiety, tension and depression, accom- 
panying functional disorders such as dysmen- 
orrhea, the menopause, psychosomatic disor- 
ders of the gastrointestinal tract, psychogenic 
asthma, compulsive drinking, various derma- 
toses, preoperative apprehension and inade- 
quate personality. 


‘SUAVITIL’ may often be useful when used 
together with other agents in the total man- 
agement of psychoneurosis. 


‘SUAVITIL’ has a subtle action. Since the on- 
set of the drug’s effect is smooth and without 
major emotional upheaval, the patient must 
be evaluated objectively for favorable re- 
sponse. In contrast, disorientation, confusion, 


May 1957 


and neurological disturbances are frequently 
encountered in association with the adminis- 
tration of “tranquilizers”. These changes may 
occur abruptly, and cause discomfort and em- 
barrassment to the patient. 


Recommended Dosage — Initially, one tablet 
(1.0 mg.) three times a day for two or three 
days. This dosage may be gradually increased 
to 3 mg. three times a day until beneficial re- 
sults are obtained. These results may appear 
soon after initiation of therapy or they may be 
delayed for a week or two. 


When ‘SUAVITIL’ is given to replace a bar- 
biturate, the barbiturate should be gradually 
withdrawn over a period of four to seven days 
to enable the effect of “SUAVITIL’ to become 
established. No addiction or withdrawal symp- 
toms have been observed with ‘SUAVITIL’. 
Mild atropine-like side effects may be encoun- 
tered early in treatment, but are inconsequen- 
tial and disappear rapidly. 


‘SUAVITIL’ like other anticholinergic agents, 
should not be used in conditions such as glau- 
coma. It should be administered with caution 
for conditions other than those specifically 
mentioned under “indications” above. 


Supplied 


‘SUAVITIL’ (benactyzine hydrochloride) is 
supplied in bottles of 100 scored tablets, each 
tablet containing 1.0 mg. of benactyzine hy- 
drochloride. 

References: 1. Davies, E. Beresford: A new drug to relieve anxi- 
ety, Brit. M. J. 1:480 (March 3) 1956. 2. Alexander, L.: Thera- 


peutic process in electroshock and the newer drug therapies, 
J.A.M.A. 162:966 (Nov. 3) 1956. 


*‘SUAVITIL’ is a trademark of Merck & Co., Inc, 
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Your 


© VESICULAR ERUPTIONS 


Q. A 70 year old woman has been receiving 
treatment since 1954 for periodic episodes of 
herpes simplex. Yellowish-white blebs which vary 
in size and break on the slightest pressure have 
appeared beneath the mucous membrane of the 
velum and the pendulous palate, as well as in the 
vagina and the labia; however, the blebs seldom 
have appeared in the genital area. 

The following treatment has been used: 10 per 
cent silver nitrate applied to the velum, followed 
by three minute exposure to ultraviolet radia- 
tion; 1 cc. BETALIN® complex, injected intra- 
muscularly; sulfadiazine, penicillin and acHRo- 
MYCIN®, in combination; 0.5 cc. ACTH, given 
every other day; BENADRYL®; CHLOR-TRIME- 
TON®; catarrhal vaccine and, finally, culture 
from a bleb and autogenetic vaccine made and 
injected in a dilution of 1 to 10 daily. The cul- 
ture growth contained staphylococci, streptococ- 
ci and pneumococci. 

I have considered giving the patient frequent 
smallpox vaccinations, but I have been told that 
such vaccinations contribute little or nothing to 
the treatment of herpes simplex. What treatment 
would you suggest? 

M.D.—Massachusetts 


A. The information given does not suggest a 
herpes simplex infection. We should be constant- 
ly aware of the other bullous diseases with symp- 
toms of recurrent blebs in the mouth and vagina, 
such as beginning pemphigus vulgaris. I suggest 
50 mg. ORETON®, intramuscularly, administered 
once weekly and one 0.6 mg. PREMARIN® tablet 
twice each week. We have found that low hor- 
monal levels sometimes cause vesicular eruptions. 


westions answered 


Readers may send questions from 
their own practice or other medical 
problems which will be answered 
by qualified consultants. Replies are 
forwarded by mail immediately and 
selected questions and answers are 
published each month in this section. 


© RINGWORM OF THE SCALP 


Q. Please advise me as to the latest treatment 
for ringworm of the scalp. 

I have treated for four and a half months a 
nine year old boy with proved Microsporum 
audouini infection involving three areas of the 
scalp, the total area covering perhaps 10 to 20 
sq. cm. Treatment thus far has consisted of clip- 
ping the hair on the scalp and maintaining it in 
close-cropped fashion. The use of AsTEROL® 
dihydrochloride in both tincture and ointment 
form, salicylic acid ointment and hand epilation, 
and CRESATIN® ointment has been without sig- 
nificant success. X-ray epilation has not been 
deemed feasible because the nearest x-ray therapy 
unit is more than 1400 miles away. 


M.D.—Alaska 


A. M. audouini infection rarely clears up with 
local treatment; it needs epilation. If this is im- 
possible, | would suggest continuing to shave the 
scalp and, instead of Asterol, using SALUNDEK® 
ointment alternating with Verdefam. 

Also, I would suggest pregnenolone acetate, 
400 to 500 mg. daily. This can be obtained from 
the Glidden Paint Company, 1825 North Lara- 
mie Street, Chicago 39, Illinois, attention: A. G. 
Engstrom. This preparation has produced re- 
markable clearing of some severe fungous in- 
fections of the scalp; it does hold down the 
growth of fungi. It is absolutely impervious to 
the body and has no metabolic effect. We have 
used it in more than 500 cases, from babies six 
months old to elderly people 70 and 80 years of 
age. The treatment should be given for about 
seven months. 

(Continued on page A-26) 
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now... 
“term insurance” 
for your patients 


ENGRAN 
ENGRAN Term-Pak 
TERM-PAK 
SQUIBB 
Vitamin Mineral 
Supplement 


—containing 250 
Engran tablets... 
enough for the 
fullterm...ina 


convenient purse- 


reusable jar—plus a 


size tablet dispenser 


Just 1 Engran daily helps 
to assure a nutritionally 
perfect pregnancy 


Engran tablets are + small 
easily swallowed * money saving 


Each capsule-shaped Engran tablet supplies: 

Vitamin A .» 5000 U.S.P. Units 
Vitamin D 500 U.S.P. Units 
Vitamin K (as menadione) .. 
Thiamine mononitrate ........... 
Riboflavin .............. 
Pyridoxine HCI 
Vitamin B,. Activity concentrate ...... 
Folic acid ........ 
Niacinamide ......... 
Calcium pantothenate 


Iron, elemental (as ferrous sulfate exsic., 33.6 mg.) ...... 10 mg. 
lodine, elemental (as potassium iodide, 0.2 mg.) .............. 0.15 mg. 
Potassium (as the sulfate) ..................... paicdidenanie 5 mg. 
Copper (as the sulfate) ............... 1 mg. 


Magnesium (as the oxide) . 
Manganese (as the sulfate) 
Zinc (as the sulfate) 
Bottles of 100, 250 and 1000. 


“ran 


Squibb Vitamin- D Supplement 


*ENGRAN’® IS A SQUIBB TRADEMARK 


— 
IS IS It toda 
j 
al 
i 
Ascorbic acid 75 mg. 
i Calcium, elemental (as calcium carbonate, 375 mg.) 150 mg. a 
& 
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Squibb Quality—the Priceless Ingredient 


Your Questions Answered 


ATHEROSCLEROSIS 


Q. Regarding the mechanism of atherosclerosis. 
is the filtration theory of the fatty elements going 
through the blood vessel wall and impairing nu- 
trition, together with deterioration of the elastin. 
the theory now in vogue? The elastin deteriora- 
tion harks back to the lack of elastinase, which 
again goes back to the alpha cells of the pancreas. 
Has it been proved that the hard fats are the 
only ones that are chiefly harmful in producing 
atherosclerosis and that unsaturated fatty oils do 
not contribute markedly to cholesterol content? 


M.D.—Washington., D.C. 
A. The theory that lipids filtering through the 


artery wall impair the nutrition of the local cells 
and thus contribute to atherogenesis is, as yet. 
scarcely more than a suggestion as to how the 
blood lipids may act: experimental evidence is 
still lacking. 

The whole question of the effects of different 
kinds of dietary fats on the blood lipids and on 
atherogenesis is hotly debated at present. Certain- 
ly it has not been proved that “the hard fats are the 
only ones that are chiefly harmful in producing 
atherosclerosis.” It is generally agreed, however. 


that the consumption of large amounts of certa n 
relatively unsaturated fatty acids in synthe: 
human diets does not produce the hyperchol:s- 
teremia that is normally the result of ingestiy.¢ 
equivalent amounts of the more saturated meat 
and dairy fats. 


©@ TYPHOID VACCINE-PRODUCED FEVER 


Q. Some years ago | treated a certain disease 
by fever produced by intravenous injection of 
typhoid or paratyphoid vaccine. However, at 
the present time I have no information about 
how many germs are generally injected into an 
average person to produce a fever attack. Could 
you give me the exact number of germs required? 


M.D.—New Brunswick, Canada 


A. The triple vaccine, typhoid and paratyphoid 
A and B, is usually injected intravenously to pro- 
duce fever. The preparation as a rule is diluted. 
so that the first injection can be either 5,000,000 
or 10,000,000 killed organisms per cubic centi- 
meter. Additional injections to produce fever may 
require an increase in the dosage with each sub- 


How to pap upa peer appetite 


EDISOL 


CYANOCOBALAMIN 


(CRYSTALLINE VITAMIN B,,) 


When REDISOL— pure vitamin B,.—is used as a dietary supple- 
ment, weight gain and increase in appetite often follow. The 
cherry-flavored Elixir and soluble Tablets dissolve readily In 


liquids. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., 


Inc... PHILADELPHIA 1, PA. 
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Even stubborn 


trichomoniasis yields... 
because Tricofuron 


is effective 


during menstruation, 


the critical time 
for therapy. 


Recurrences of trichomoniasis “are most likely 
to follow the menstrual period.”! 

“Over and over again today patients are seen 
with what is said to be an intractable, treatment- 
resistant Trichomonas infestation, but history- 
taking often reveals that such patients have never 
had treatment prescribed during any menstrual 
period.” 

Menstrual blood in the vagina “forms an ex- 
cellent medium for the rapid multiplication of T. 
vaginalis” and “lowers the acidity of the vagina 
and hence there is a tendency to recrudescence 
{of trichomoniasis] at that time.”* 

Tricofuron is powerfully trichomonacidal 
“even in the presence of vaginal debris and men- 
strual blood.” 


EATON LABORATORIES 


For 44 of 48 patients: lasting cure was obtained 
with a single course of Tricofuron therapy.* 


Vaginal Suppositories —for home use—each morn- 
ing and night through one cycle, including the im- 
portant menstrual days. Contain 0.25% Furoxone® 
(brand of furazolidone) in a water-miscible base. 
Box of 12, each sealed in green foil. 


Vaginal Powder —for office use—applied by the 
physician at least once a week, except during men- 
struation. Contains 0.1% Furoxone in an acidic 
powder base of lactose, dextrose, citric acid and a 
silicate. Bottle of 30 Gm. 

References: 1. Bernstine, J. B., and Rakoff, A. E.: Vaginal Infections, 
Infestations and Discharges, New York, The Blakiston Company, Inc., 
1953, p. 235. 2. Overstreet, E. W.: Arizona M. 10:383, 1953. 


3. Schwartz, J.: Obst. Gyn., N. Y. 7:312, 1956. 4. Crossen, R. J.: 
Diseases of Women, St. Louis, The C.V. Mosby Company, 1953, p. 292. 


NORWICH, NEW YORK 


Nitrofurans—a new class of antimicrobials—neither antibiotics nor sulfonamides | 
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For young champions... 


Young champions need the help of doc- 
tors, teachers, and parents . . . to achieve 
full growth potential and physical stam- 
ina to meet the stresses of adolescent and 
adult life. 

Boys who eat no breakfast show de- 
creased “‘work rate” and “work output” 
during late morning hours. . . have less 
energy for sports . . . show less interest 
and ability in school work. This was 
demonstrated by boys whose total food 
intake each day remained the same dur- 
ing periods with and without breakfast. 
Protein was not as well utilized by the 
boys when no breakfast was eaten, even 
though protein intake for the day was 
the same in both periods. 

Between-meal snacks are also impor- 
tant in the diets of hungry boys... . often 
contributing as many calories as does 
breakfast. During adolescence emphasis 
should be placed on snacks of high- 
nutrient as well as high-energy value. 


Milk is such a food . . . most needed at 
this time when calcium requirements for 
growth and storage are at their peak. 

Four to six cups of milk each day ... 
to drink . . . used in food preparation . . . 
as cheese or ice cream . . . will provide 
the calcium needs of teen-age boys . . . 
and generous quantities of high grade 
protein and other essential nutrients. 

In planning meals for hungry boys, 
milk and milk products are foundation 
foods for good eating and good health. 


The nutritional statements made in this adver- 
tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 
Association and found consistent with current 
authoritative medical opinion. 


Since 1915 . . . promoting better health 
through nutrition, research and education. 


NATIONAL DAIRY COUNCIL 


A non-profit organization 
111°N. Canal Street « Chicago 6, IIL. 


THIS ADVERTISEMENT IS ONE OF A SERIES. REPRINTS ARE AVAILABLE UPON REQUEST 
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She’s nervous—and depressed at the same time: “I just can’t 
get interested in anything.” 


You feel that a “‘tranquilizer’”’ will probably relieve her nervousness 
—but not her depression. On the other hand, stimulants will relieve 
the depression—but may magnify her nervousness. 


In this type of patient, a clinical trial with Dexamyl* often produces 
gratifying results. ‘Dexamyl’ relieves both anxiety and 

depression and imparts to your patient a sense of cheerfulness, 
optimism and assurance. A combination of Dexedrine* (dextro- 
amphetamine sulfate, S.K.F.) and amobarbital, ‘Dexamyl’ is 
available as tablets, elixir, and Spansule* sustained release 

capsules (two strengths). 

Made only by Smith, Kline & French Laboratories, Philadelphia. 


*T.M. Reg. U.S. Pat. Off. 
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ideal... when dermatoses are blocm 


NEO- MAGNACORT 


| topical ointment 
NEOMYCIN + the first water-soluble dermatologic corticoid 


outstanding availability, penetration, therapeutic concentrations and potency 
— without systemic involvement, In 1/2-0z. and 1/6-0z. tubes, 0.5% neomycin sulfate and 
0.5% ethamicort (MAGNACORT). 


for inflammation without infection MAGNACORT ‘topical ointment 


brand of ethamicort 


In 1/2-0z. and 1/6-oz. tubes, 0.5% ethamicort (hydrocortisone ethamate hydrochloride). 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 


* Trademark 


a remarkable likeness... 


DIASAL 


salt without sodium 


potassium chloride, glutamic acid and 


inert excipients. looks like salt... 
Supplied in 2-ounce shakers and ° 
8-ounce bottles. tastes like salt... 
E. FOUGERA & COMPANY, INC. “ 
= FOUGERA = 75 Varick Street, New York 13, N. Y. behaves like salt... 
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The Kodak Retina Illc Camera : 


can solve your photographic problems. 


As your photographic requirements grow 


the Retina IIIc is ready to grow with them. For it 
: is the heart of a system of photography, ranging J 
; from three renowned lenses to specific aids for ‘ 
3 special applications. 
: The “IIIc” has a built-in photoelectric exposure Begs 
meter, ultra-fast //2.0 lens, rapid-action film wind, 
and flash-synchronized 1/500 shutter. List price, $165. 

Ask your photo dealer for a demonstration. 
List prices include Federal Tax and are subject to change without notice. 


Kodak Retina Close Range- Kodak Retina Close-up Kit, Kodak Retina Microscope A 
Viewfinder Kit, Mod. B. For fo- Mod. B. Film-to-subject dis- Adapter Kit, Mod. B. For 4 
cusing down to 11% in. (subject tance as close as 6 in. (subject photomicrography. 

area, 3% by 5% in.). List, $34.50. area, 1% by 2 in.). List, $39.50. List, $59.50. 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. 
Serving medical progress through Photography and Radiography 
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to minimize 
morning joint stiffness. 


Night-long salicylate therapy with a single dose of Persistin 
at bed-time helps prevent “joint jelling” in arthritic patients. 


Each Persistin tablet contains acetylsalicylic acid 2% gr. 
(160 mg.) and salicylsalicylic acid 72 gr. (480 mg.). 
The latter ingredient is slowly absorbed and eliminated 
for prolonged salicylate action up to 8 hours. 


Complete dosage information in PDR... bottles of 90 tablets 


Samples and literature on request 


*Trademark—Pat. Pend. Detroit 11, Michigan 
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of late news of interest to the practicing physician 


FORENSIC SCIENCES 


High lights of the annual scientific meeting of the American Academy of Forensic 
Sciences: 

@ An automobile is an extension of a man’s emotional pattern. An individual 
who is immature, conflict-ridden, hostile and infantile will reflect these traits in 
his driving, and become responsible for most of the traffic accidents.—Dr. Maier 
I. Tuchler, San Francisco. 

@ Experts in pathology should not consider themselves infallible. They 
should welcome testimony on the other side of a scientific question in court 
trials—Dr. Alan Moritz, Cleveland. 

@ The old saying, “If you drink, don’t drive,” could be improved by adding 
“or walk, either.” A study of 500 consecutive fatal accidents in Baltimore showed 
that almost 31 per cent of the pedestrians killed were under the influence of 
liquor.—Dr. Henry C. Freimuth, Baltimore. 


GENERAL MEDICINE 


@ High lights of the annual clinical conference of the Chicago Medical 
Society: 

@ Anatomic studies of the spine show that degenerative changes appear in 
disks at an early age, and are rarely absent after the age of 30.—Dr. Philip D. 
Wilson, director of medical research, Hospital for Special Surgery, New York. 

@ A new operation has been successful in saving the lives of 40 infants with 
meconium ileus, a condition once considered fatal—Dr. Robert E. Gross, pro- 
fessor of children’s surgery, Harvard Medical School. 

@ There must be a suspicion of glaucoma whenever the patient complains 
of any discomfort in or about the eyes, shows excessive tearing, dissatisfaction 
with glasses, mild headaches, slow focusing in dim lights, vague ocular pain, and, 
sometimes, even a feeling of sinus pressure—Dr. Willis S. Knighton, Columbia 
University College of Physicians and Surgeons, New York. 

@ Elective induction of labor should not be undertaken more than a week 
prior to the expected date of confinement. Contraindications are: malpresenta- 
tion of the fetus, an unusually small baby, a contracted pelvis, abnormal fetal 
heart beat, and postmaturity—Dr. J. Edward Hall, State University of New 
York College of Medicine, Brooklyn. 

@ The possibility of survival of one or two years after removal of a metas- 
tasized tumor to the brain appears to be justification for craniotomy, providing 
the family is prepared to accept this solution—-Dr. Bernard J. Alpers, head of 
neurology, Jefferson Medical College, Philadelphia. 
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What's Happening in Medicine 
PROTEIN NUTRITION 


High lights of the Conference on Protein Nutrition, New York Academy of 
Medicine: 

@ Studies of tuberculous children have demonstrated that the time required 
for healing is directly affected by the amount of high-quality protein in the diet. 
Children with rheumatic fever also recover faster and sustain less damage to the 
heart on a high protein diet—-Dr. Joseph A. Johnston, pediatrician in chief, 
Henry Ford Hospital, Detroit. 

@ Treating severe protein malnutrition (kwashiorkor) by fortifying the 
native diet of corn meal and beans with synthetic amino acids, lysine and trypto- 
phan, has resulted in increased protein absorption and retention. It is estimated 
that from one-half to two-thirds of the children in underdeveloped areas of the 
world have kwashiorkor.—-Dr. Federico Gomez, Children’s Hospital, Mexico City. 


VIRUS AND CANCER 


High lights of the 11th annual Symposium on Fundamental Cancer Research, 
l University of Texas, M. D. Anderson Hospital and Tumor Institute, Houston: 
@ Characteristic viruslike particles have been found by electron microscopic 
examination of organs of leukemic chickens and in the cervical nodes of a human 
with acute lymphatic leukemia.—Dr. Leon Dmochowski, section of virology and 
electron microscopy, M. D. Anderson Hospital, Houston. 

@ A specific vaccine to prevent lymphoid leukosis in young chicks has been 
developed and successfully tested—Ben R. Burmester, Ph.D., U.S. Department 
of Agriculture virologist. 

@ Intractable pain in far-advanced cancer can be relieved by injection of 
absolute alcohol into the subarachnoid space. The technic has been used with 95 
per cent success in 80 patients. A single injection provides relief for three to six 

months.—Dr. William Derrick, M. D. Anderson Hospital. 


PROSTATIC CANCER 


In a group of 100 patients treated with radiogold for prostatic cancer, 42 lived 
five years from the time of diagnosis; 27 lived five years from the time of radia- 
tion. Eighteen of the 27 are alive without clinical evidence of recurrence; 9 are 


Ys . alive and clinically well but have evidence of cancer on needle biopsy.—Dr. 
i, . Higdon B. Elkins, professor of radiology, University of Iowa, before the Central 
Bing Society of Nuclear Medicine. 
; 
SURGERY | 


A survey of 226 consecutive cases of breast cancer shows that earlier treatment 
in recent years has doubled the rate of five year cures at the Louisville General 
Hospital. Between. 1945 and 1951, the number of stage 1 admissions nearly 
doubled over that of the 1934 to 1944 period. Three-fourths of five year cures 
resulted from stage 1 cases.—Dr. Condict Moore, University of Louisville, before 
the Central Surgical Association. 


Burns 


The exposure method is best for mass burn situations. It can be used for home 
care of burned children, or by the burn victim himself in the event of atomic 
attack. In general, burned surfaces are left open to air without any medication. 
Loose skin is removed and the area is washed with saline solution. Blisters are 
left intact. Further skin removal is done at the first sign of infection. Later, skin 
grafting may be done——Commander George T. Van Petten, U.S. Naval Hospital, 
Newport, R.I., before the 17th annual Congress on Industrial Health. 
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a way of escape | 
from allergic effects of pollen | 
| 


CO-PYRONIL 


—with minimal side-effects 


This is the season when we all yearn for escape from every- 
day life, to “commune with nature.”’ But, to the one allergic 
to pollen, this craving is usually easier to endure than the 


penalty of exposure to pollen. 

Such a patient is grateful for the relief and protection 
provided by ‘Co-Pyronil.’ Frequently, only two or three 
pulvules daily afford maximal beneficial effects. 

‘Co-Pyronil’ combines the complementary actions of a 
rapid-acting antihistaminic, a long-acting antihistaminic, 


Supplied: Pulvules, pedi- 
«tric pulvules, and suspen- 
sion. and a sympathomimetic. 


ELI LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A. 


758010 


| 
‘he 
i} 
: | 
| 
i 
| 
| 
; | 
| 
| 
| 
| | 
| 
| 
i} 
| 
| 
| 
| 
/ | 
May 1957 A-33 | 


Each capsule contains tetracycline 
phosphate complex equivalent to 
250 mg. tetracycline hydrochloride 
end 250,000 units Mycostatin, 


Minimum aduit dosage: 1 capsule 
q.i.d. Bottles of 16 and 100. 
ALSO AVAILABLE: 
Sumycin Capsules (tetracycline phosphate 
complex equivalent to 250 mg. tetracycling 
hydrochioride): Bottles of 16 anu 100, 
Mysteclin Capsules (250 mg. tetracyeling 
hydrochloride and 250,000 units Mycos 
tatin): Bottles of 16 and 100. 
Mysteclin Half Strength Capsules (125 mg 
‘tetracycline hydrochloride and 125,006 
units Mycostatin): Bottles of 16 and 100. 
Mysteclin Suspension (fruit-flavor> 4 oil sus: 
pension containing equivalent of 125 mg. 
“tetracycline hydrochtoride anc 1 
units Mycostatin per 5 cc.): 2-oun-> boll 
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‘the phosphate complex 

of tetracycline for initial 
antibiotic blood levels...faster 
and higher than ever before 


+ 
antifungal activity of Mycostatin 


for xdded protection against 
monilial superinfection 


efanerapy and antifungal prophylaxis 


{OULD 


7 it provides highly étfactive 
broad spectrum antibiotic > 
therapy for many common infections 


ine and at the same time protects 
your patients against the monilial 


; overgrowth so commonly observed 
during therapy with the 
Usual broad spectrum antibiotics 
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(BETHANECHOL CHLORIDE! 


URECHOLINE offers worthwhile therapeutic and 
psychologic advantages in managing urinary re- 
tention. In one study', prophylactic administration 
of URECHOLINE Tablets to 129 postpartum pa- 
tients reduced the incidence of urinary retention 
80 per cent. The dose was 15 to 30 mg. orally, 
commencing on the patient’s return to her room 
after delivery, and repeated every four to six hours 
forthe first twenty-four hours. This regimen usually 
eliminates the necessity for exposing the patient 
to the discomfort and risk of infection inherent in 
catheterization. 

Supplied: 5 mg. and 10 mg. tablets, bottles of 100; 1-cc. ampuls, each containing 5 mg. of 
URECHOLINE Chloride. 

Reference: 1. Fleming, A. R., Am. J. Obst. & Gynec., 64:134, July 1952. 


URECHOLINE IS A TRADEMARK OF MERCK & CO., INC. 


| 
MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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is the word 


. for Noludar 


Mild, yet positive in 
action, Noludar 'Roche' 
is especially suited 
for the tense patient 
who needs to relax 

and remain clear-headed 
—or for the insomniac 
who wants a refreshing 
night's sleep without 
hangover. Not a 
barbiturate, not habit- 
forming. Tablets, 

50 and 200 mg; elixir, 
50 mg per teasp. 


Noludar® brand of methyprylon 
(3,3-diethy1-5-methy1- 
2,4-piperidinedione) 


ROCHE 


Original Research in 
Medicine and Chemistry 
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Transrusion practice differs somewhat in vari- 
ous localities. The American Association of Blood 
Banks and similar groups have done much to 
clarify ideas concerning standard measures to be 
used in the selection of donors and in the use of 
stored, refrigerated blood for transfusion, wheth- 
er as an emergency measure or as an elective 
therapeutic procedure. 

In most places, technicians depend on cross- 
matching samples of the erythrocytes and serum 
of the recipient with those of the prospective 
donor. However, this often is time-consuming 
and is almost impossible to do, for reasons point- 
ed out by Captain John J. Engelfried, MC, USN." 

There has been a marked increase in the quan- 
tity of blood administered to a patient in one 
day. It was stated that, in one naval hospital, 23 
units were transfused in less than five hours. Re- 
peated transfusions on different occasions also 
must be considered. Twenty-five years ago, pa- 
tients seldom were transfused; now, it is impor- 
tant to know all about previous transfusion ex- 
periences before selecting a donor for transfusion 
or before undertaking a series of transfusions. 

It has been known for 25 years that subgroups 
in group A may cause trouble. If incompatibili- 
ties appear in the crossmatching of this group, 
several donors might be examined in order to 
obtain a satisfactory crossmatch. Although pres- 


*Emeritus Staff, Division of Clinical Pathology, Mayo Clinic; Diree- 
tor of Laboratories, Rochester State Hospital, Rochester, Minnesota. 


ABO Incompatibility 


ent knowledge of the complexities of agglutino- 
gens and agglutinins in group A has been in- 
creased, it still is incomplete. 

The two main subdivisions of group A indi- 
viduals are A; and A». Subgroups A;, Ay and 
A, have been demonstrated. The subgroup A, 
comprises approximately 80 per cent of group A. 
This subgroup can be differentiated from sub- 
group Az by the use of an anti-A; serum, which 
is an absorbed B serum. Such absorbed anti-A 
serum may be obtained from firms offering 
blood-typing materials. Less than 1 per cent of 
As individuals may have naturally occurring 
anti-A; agglutinins. The occurrence of natural 
subgroup agglutinins in A, individuals is rare, 
and it is believed that such individuals are not 
readily sensitized to subgroup agglutinogens. 

The subgroup Ay person may become sensi- 
tized to A, agglutinogens by repeated transfu- 
sions: this group of individuals should be di- 
vided properly into subgroups and _ transfused 
with donor’s blood selected from the proper 
group. Time will be saved by giving direct atten- 
tion to ABO-grouping technic and not depend- 
ing on crossmatching at the time of a transfu- 
sion. If a donor of the proper subgroup is not 
available, group O donor’s blood may be used to 
transfuse group A persons who are difficult to 
group or who have a history of repeated trans- 
fusions, some of them with reactions. 

(Continued on page A-40) 
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“water-soluble vitamin losses sus- edge vitamin 


High solubility of 
“Thiosulfil’ 
insures prompt 
bacteriostatic 
concentrations at 
site of urinary 
tract infections 


direct effective 


“THIOSULFIL: 


Brand of sulfamethizole 


@ 


AYERST LABORATORIES. 
New York, N.Y. . Montreal, Canada ws 


Laboratory Notes 


Still another ABO incompatibility which, fc - 
tunately, is more rare than that in transfusion. s 
described by Davidsohn? as a cause of hemoly: © 
disease in the newborn. Such disease usually s 
attributed to the Rh factor, some factor of tie 
Rh-Hr system, or some other recently discover: 
factor. 

A heterospecific pregnancy with regard 
ABO displays an incompatibility between mother 
and fetus in that the fetal blood contains the A 
or B factor and the mother’s blood serum con- 
tains iso-agglutinins anti-A or anti-B. The inci- 
dence of Rh heterospecific pregnancy is about |3 
per cent in the white population, and the inci- 
dence of hemolytic disease due to Rh incompati- 
bility is about 1 in 300 pregnancies. The calcu- 
lated frequency of ABO heterospecific pregnancy 
is about 33 per cent. It is estimated that hemo- 
lytic disease of the newborn is due to ABO in- 
compatibility only in 1 of 3000 pregnancies. 
Thus, in 10 per cent of the cases of hemolytic 
disease in the newborn, the cause may be con- 
sidered to be ABO incompatibility. 

Rh incompatibility may be predicted tenta- 
tively before birth; this is not so with ABO in- 
compatibility. The prognosis in ABO incompati- 
bility is much better than in disease caused by 
the Rh factor. Davidsohn says that exchange 
transfusion, the recognized therapy in Rh incom- 
patibility, is only occasionally necessary in ABO 
disease. 
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| If you Change 
YOUR ADDRESS 


Won't you please notify us 
as far in advance as possible. 
Send your old address to- 
gether with the new. 


Send your change of address to 


POSTGRADUATE MEDICINE 
Essex Bldg., Minneapolis 3, Minn. 
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carrier unto himself 


Once he is infected with athlete’s foot, he is likely to remain a “carrier 
unto himself,” even without re-exposure. Daily routine application 
of Desenex protects against reinfection and recurrence. 


OINTMENT and SOLUTION 
Buffered at pH 6.5 


fast relief from itching 
prompt antimycotic action 
continuing prophylaxis 


POWDER 


For most effective and convenient therapy and 
continuing prophylaxis, use Desenex as follows: 


AT NIGHT the Ointment (zincundecate) — 1 oz. 
tubes and 1 Ib. jars. 


DURING THE DAY the Powder (zincundecate) — 
11% oz. and 1 lb. containers. 


AFTER EVERY FOOT BATH the Solution (undecy- 
lenic acid)—2 fi. oz. and 1 pt. bottles. Use only 
when skin is unbroken. 


In otomycosis, Desenex solution or ointment. 


Write for free sample supply to Professional 
Service Department. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN; INC. ¢@ Belleville 9, N. J. 
PD-71 
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Editors 


Dr. Samuel A. Levinson 
Dr. Milton Helpern 
Dr. Maier I. Tuchler 


The Role of the Psychiatrist 


as an Expert Witness 


in Criminal Court 


GREGORY ZILBOORG* 


State University of New York College of Medicine, New York 


Tus Academy stands this evening on the firm 
ground of progressive medicolegal thought on 
which it has stood for many years. Almost three- 
quarters of a century ago one of the keenest and 
most independent jurists this country has ever 
produced, Judge Edmonton, traveled across the 
river from New Jersey to appear on the plat- 
form of the New York Academy of Medicine 
and to speak with considerable understanding of 
the role of psychiatry in the court of law. 

In the mid-forties of the past century, Ameri- 
can judges were able to improvise with great 
sagacity and courage as to how the expert testi- 


*Professor of Clinical Psychiatry, State University of New York Col- 
lege of Medicine, New York City. 


Presented before the New York Academy of Medicine as part of a 
symposium, Doctor in Court,’’ and reprinted, from the Bulletin 
of the New York Academy of Medicine. 


mony of the doctor, particularly that of the 
“alienist.” should be treated. Justice Shaw of 
the Commonwealth of Massachusetts instructed 
juries to consider the expert opinion of “these 
learned gentlemen” (by this he meant us, medi- 
cal experts) as evidence. 

The task of the medical expert witness is a 
solemn and, more often than not, a painful one; 
for he who has been trained to heal and to save 
lives may at some time be forced by circum- 
stances either to contribute to a man’s being 
convicted and sentenced to death, or to stand 
up and fight with all the power of his service to 
scientific truth for a poor derelict against whom 
the law and public opinion are both aroused and 
uncompromising. It is easy, for instance, to 
imagine the silent anguish with which the then 

(Continued on page A-44) 
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perhaps the safest ataraxic known... 


PEACE OF MIND 


(brand of Rydroxyzine} 


Tablets-Syrup 


safety highlighted in every clinical report. 


Depending on the condition treated, the effec- 
tiveness of ATARAX has ranged from 80 to 
94%. But clinicians have agreed unanimously 
on its safety, After more than 85,000,000 
doses — many on long-term administration 
at high dosage —no evidence of addiction, 
blood dyscrasias, parkinsonian effect, liver 
damage, depression or other serious side ef- 
fects have been reported. 


calms tense patients. 


ATARAX produces its calming, peace-of-mind 
effect without disturbing mental alertness. 
In the tension/anxiety conditions for which 
it is intended, you will find ATARAX effective 
in about 9 of every 10 patients. 


prescribe atarax as follows: 
Adults: usually one 25 mg. tablet, 
or two tsp. Syrup, three times daily. 
Children: (over 3 years): usually 
one 10 mg. tablet, or one tep. Syrup, 
twice daily. 

Supplied: Tablets, tiny 10 mg. 
(orange) and 25 mg. (green), bot- 


pint bottles. 
Since response varies from patient 
to patient, dosage should be adjust- 
ed accordingly. Prescription only. 


Chicago 11, IMinois 


tles of 100. Syrup, 10 mg. per tsp., 
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professor of anatomy Oliver Wendell Holmes 
testified against his colleague, Webster, who had 
murdered another colleague, Parkman, in cold 
blood. 

It is even more difficult for a psychiatrist to 
testify in a case of burglary, rape or murder and 
endeavor to present his honest conviction that 
the accused, the given burglar, arsonist, rapist 
or murderer in question, happens to be a men- 
tally sick person. The psychiatrist, despite his 
scientific honesty and medical thoroughness, is 
often looked on in such cases as the defender of 
the indefensible. A legendary tradition, based 
on no facts whatsoever, seems to be firmly estab- 
lished that the psychiatrist is in favor of letting 
criminals go free and uncontrolled by any sanc- 
tions. This is not true, of course. But it is an 
almost universal prejudice prevalent in many 
quarters of the legal profession and among the 
public. 

This prejudice concerns the psychiatrist in 
court more than any other specialist, for the 
psychiatrist remains a sort of diplomated and 
certified stranger in the court of law. There are 
a great many historical, cultural reasons why 
this state of affairs has existed for a number of 
generations. Without going into detail, I may 


Forensic Medicine 


state simply this: The psychiatrist, unlike tlc 
surgeon or internist, is not asked merely to give 
his diagnosis and his reasons for making such 
a diagnosis. As a matter of fact, until recent'y 
the courts were not interested in psychiatric clin- 
cal diagnoses at all. The law will accept the 
diagnosis of malaria, paresis, cancer, as vali. 
if properly proved. But in cases in which the 
mental pathology of the accused is in question. 
the law has established a double standard: medi- 
cal and legal insanity—two different entities. 
Imagine the court saying to the medical man: 
“Yes, doctor, we agree that the person on trial 
suffered from appendicitis—but the question that 
is being propounded to you is in this fact: Was 
this legal appendicitis, or only medical?” No 
lawyer or judge would be so unreasonable as to 
propound a question of this sort. But when it 
comes to the question of mental disease, which 
is still designated in some quarters by the an- 
tiquated term “insanity,” the law insists: “Yes, 
doctor, but is it or was it medical or legal in- 
sanity; or, to put it in other words, is it or was 
it insanity in the medical sense or within the 
meaning of the law?” 

It is this double standard, which is both un- 

(Continued on page A-46) 
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scientific and unclinical, that puts the psychiatric 
expert in a singularly difficult position. The fact 
that psychiatrists disagree among themselves, 
which is frequently emphasized as a fundamen- 
tal defect in psychiatry as a medical discipline, 
should not be overlooked, but it really should 
not be given too much importance; as I have 
pointed out elsewhere, the validity of the law 
and the integrity of the legal profession are not 
impeached by the fact that lawyers too often 
disagree. 

The major difficulty lies in the fact that the 
law keeps on asking the psychiatrist nonpsychi- 
atric questions: We are asked, for instance, 
whether the accused was suffering from such a 
defect of reason that he was unable to distin- 
guish between right and wrong. The psychiatrist, 
insofar as he is a psychiatrist, cannot under- 
take to answer questions dealing with purely 
moral categories. Yet the so-called right and 
wrong test misleads many a psychiatrist in court. 
Early in the eighties the legal-moral issues in- 
volved in crime became so interwoven with psy- 
chiatric improvisations that the best psychiatrists 
of the day, unbeknown to themselves, served the 
nonmedical tradition of the law rather than the 
medical tradition of psychiatry. Therein lay the 
weakness of the psychiatrist. 

This weakness came out clearly at the trial of 
Guiteau, the schizophrenic exhibitionistic buffoon 
who murdered President Garfield. Guiteau was 
executed because he was adjudged sane within 
the meaning of the law; the judgment of the law 
was based on the testimony of superintendents 
of the leading hospitals for the insane, led by 
the formidable Dr. John P. Gray of Utica State 
Hospital. Yet it is extremely interesting to note 
that those medical men who were not confused 
between legal and medical concepts of insanity— 
the leading neurologists of the day, Doctors 
Hammond and Spitzka—saw the issues clearly; 
and to the last they insisted that Guiteau was an 
insane person. These two neurologists, both emi- 
nent medical teachers in New York almost three- 
quarters of a century ago, did a great deal to 
mobilize medicopsychologic thought and to lead 
it in the direction of a more clinical and more 
humanistic forensic psychiatry, the dawning of 
which we are witnessing only in our time. 

Until recently, it was pretty nearly impossible 
to convince a court that the psychiatrist is the 
true specialist of a definite branch of medicine. 
As a matter of fact, it is still possible for a doc- 
tor to be admitted to testify as an expert as to 


the mental condition of an accused without his 
really being a specialist in the field of psychia:ry, 
Then, too. courts still permit expert testimon, as 
to psychiatric issues even if the alleged expert 
did nothing but sit for a time during the trial 
at the side of the prosecutor or the defense at- 
torney without ever having examined the per- 
son about whom he is willing to give testimony 
under oath. It would seem that both the law and 
the ethical standards of the profession should 
forbid such practices. As long as these are not 
forbidden, both justice and medicine will more 
often than not be done a substantial disservice. 

All these and many other defects and de- 
ficiencies in the process of psychiatric expert 
testimony are not a result of either neglect or 
ill will on the part of the law or of psychologic 
medicine. They are rather a result of the too 
slow growth of mutual understanding between 
psychiatry and the law. This understanding has 
had to go through many hardships; so have 
criminal law and psychologic healing in the 
course of many centuries. It is therefore a matter 
of special interest as well as of satisfaction for 
psychiatrists and jurists in the United States to 
take cognizance of the turn psychiatric testimony 
was permitted to make in some of our courts 
within the last year or so. To call this change 
which is now taking place merely a turn is per- 
haps a gross understatement. For here is what is 
happening under our own eyes in some of the 
courts of federal jurisdiction like the Third 
Eastern District comprising Delaware, Philadel- 
phia and the Virgin Islands, or like the United 
States Court of Appeals of the District of Colum- 
bia. In rendering some of their decisions, judges 
like John Biggs or Bazelon began to lean heavi- 
ly on the clinical data presented by psychiatrists 
rather than on the shopworn formulas of the 
right and wrong tests and the other accoutre- 
ments of “legal insanity” which had been covered 
since 1843 by the so-called M’Naghten Rule. 

A recent decision, rendered on July 1, 1954, 
by the United States Court of Appeals for the 
District of Columbia (Judge Bazelon wrote the 
opinion with Judges Edgerton and Washington 
concurring) definitely states that the right and 
wrong test (and, therefore, by implication the 
M’Naghten Rule as a whole) no longer corre- 
sponds to the realities which are offered by psy- 
chiatric clinicians. The opinion referred to. 
known as.the Decision in the Monte Durham 
Case, does away even with the so-called irresisti- 

(Continued on page A48) 


POSTGRADUATE MEDICINE 


= 


5 
ia \ 
j 
| 
| 
i 
| 
| 
| 
| 
| 
| 
| 
} 
| 
| 
| 
} 
| 
| 
} 
—— 
7. 
| 


ne DONNAGESIC Extentab gives 10 to 12 hours of 

steady, high-level codeine analgesia. Rebuilding 

of effective analgesia with repeated doses is 
avoided. Patient comfort is continuous. 


There is more pain relief in DONNAGESIC Extentabs 
than in codeine alone — codeine analgesia is potentiated 
by the phenobarbital present. In addition, phenobarbital 
diminishes anxiety, lowering patient’s reactivity to pain. 


DONNAGESIC is safer, too, for codeine side effects are 


minimized by the peripheral action of the belladonna 
alkaloids. 


extended action—The intensity of effects smoothly 
sustained all-day or all-night by each DONNAGESIC 
Extentab is equivalent to, or greater than, the maximum 
which would be provided by q. 4h. administration of one- 
third the active ingredients. 


Y 


Yj 


Reg. U.S Pat. Off., Pat. applied for. 


+ 


pain breakthrough 


Donnagesic 
Extentabs’ 


extended action tablets of CODEINE with DONNATAL® 
once every 10-12 hours 
and 
for all codeine uses 


DONNAGESIC No. 1 (pink) ' 


DONNAGESIC No. 2 (red) 
CODEINE Phosphate ........ 48.6 mg.(%gr.) ..... 97.2 mg. er.) 
Hyoscyamine Sulfate.......... O.3111 mg. O.3111 mg. 
Atropine Sulfate...........-. 0.0582 mg. . 0.0582 mg. 
Hyoscine Hydrobromide ........ 0.0195 mg. .... 0.0195 mg. 
Phenobarbital 48.6 mg. (% er.) 


» A. H. ROBINS CO., INC., RICHMOND, VIRGINIA Ethical Pharmaceuticals of Merit Since 1878 


OSS 
BOR | 
' 
f 
4 7 = 
' 
' 
Wi 
' 
' 
' 
' 
' 
' 
' 


which is due it. 


There is great opposition felt even in the Dis- 
trict of Columbia to the recent decision in the 
Monte Durham case. Special committees are 
looking into the matter now, yet it not only 
looks as if the “Decision” is here to stay, but it 
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ble impulse—as it does away implicitly with 
such old variants as partial or temporary in- 
sanity. Instead, this opinion establishes the fol- 
lowing rational and scientific rule: The psychia- 
trist who comes to testify in a criminal trial no 
longer needs to straddle the issue of medical and 
legal mental illness; all he is asked to tell and 
demonstrate is that the given defendant is men- 
tally ill and that his crime or offense was a direct 
result of this, his mental illness. This is a serious 
task that the United States Court of Appeals for 
the District of Columbia has assigned to the psy- 
chiatrist. It might require of the psychiatrist that 
he study offenders and examine them clinically 
with much greater care than has often been the 
custom or silent tradition heretofore. But at least 
and at last, the medical discipline called psy- 
chiatry is permitted to take the witness stand 
with all the dignity, medical and professional, 


is hoped that various state criminal codes may 
gradually start on the same open road. If this 
happens, the old unpleasantness of the “adver- 
sary proceeding,” in which psychiatric expert 
testimony has so often been engulfed in criminal 
courts, is bound to disappear. 

To be sure, we still have a long way to go, 
How slow our progress is we might judge from 
the fact that the father of “medical jurisprudence 
of insanity” in America, Isaac Ray, rose to his 
full scientific and moral stature against the right 
and wrong test as early as 1838. He had influ- 
enced the great judge of his day, Judge Doe of 
New Hampshire, and the present New Hamp- 
shire law governing the problem—the best we 
have in this country—was created under the 
direct influence of the ideas of Isaac Ray. Yet 
Dr. Ray was seldom if ever quoted by our jurists. 
He was a psychiatrist, of course, not a lawyer. 
It is rather significant that the opinion in the 
Monte Durham case, which quotes a number of 
contemporary psychiatric sources, quotes most 
often from the writing of Dr. Isaac Ray. Thus, 
almost 120 years have passed before the court 
of at least one jurisdiction has made Ray’s pro- 
gressive views an active ingredient of a juridical 
and judicious decision. 

We must bear in mind that the roots of the 
present difficulties and evils with regard to psy- 
chiatric testimony in criminal actions go deep 
into the ages and are also part and parcel of 
English Common Law, of which we are inheri- 
tors. If we bear in mind this perspective, we can- 
not help but be impressed with the newer trends 
in certain courts. They bid fair to mark the 
final and rightful entry of clinical psychiatry 
into the courts, replacing the old errors and the 
ad hoc improvisations of experts who hereto- 
fore were sandwiched in between formulas that 
no longer correspond to our clinical knowledge 
and the demands that the psychiatrist tell the 
court about some legal entity which is what it 
has always been—a nonclinical abstraction. 

One more word: The recognition of clinical 
psychiatry in the court as an expert tool, instead 
of a contentious plaything between the partici- 
pants in the given adversary proceeding, brings 
into the court the conception of the individual 
as an indivisible unit, the personality as a whole. 
This is not only in harmony with present-day 
psychiatry, but also with medical science and 
biology in general. This is an epoch-making turn 
in the history of the relationship between psy- 
chiatry and the criminal law. 
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PAKISTAN 


edicine from Abroad 


FROM POSTGRADUATE MEDICINE’S CORRESPONDENTS 


This special report was prepared for PosrcrapuaTE MepicinE by Dr. Mal- 


colm McCannel of Minneapolis who was invited to assist in the work of the Hol- 
land Eye Clinic in Khairpur Mairs, West Pakistan. The clinic, which Sir Henry 
Holland founded more than 40 years ago, is supported by the Church of Eng- 
land; it specializes in the treatment and removal of cataracts. Sir Henry’s son, 
Dr. Ronnie Holland, now supervises the work. Sir Henry himself, now 82 years 
old, is still active in England, raising funds for the clinic. Dr. McCannel, a prac- 
ticing ophthalmologist in Minneapolis and is also a member of the clinical faculty 


Ophthalmology in the Far East—The 
Holland Eye Clinic—Pakistan is a new nation. 
Formerly part of India, it now comprises two 
widely space areas which are separated by 1000 
miles of foreign territory. Pakistan was declared 
a homeland for Indian Moslems after the parti- 
tion of 1947 and has the incredible population of 
80 million people, making it one of the six most 
heavily populated nations on the globe and the 
fifth largest country in the world. 

The landscape of West Pakistan where we are 
is as varied as possible. The mountain ranges up 
near the Khyber Pass are about 10,000 ft. in alti- 
tude, while in the great plains area the flat land 
smooths down to allow the mouth of the Indus 
River to drain into the Arabian Sea. 

This former province of India is experiencing 
the “growing pains” of an independent state. The 
division of the great lands was done on a re- 
ligious basis, and in the transition much blood 


of the University of Minnesota Medical School. 


was shed as family units were divided and other 
inevitable dislocations took place. At present. 
there is unrest pending the outcome of the Kash- 
mir area to the north which Pakistan needs for 
its water supply and where the people are mostly 
Moslems. India just as vehemently wants it. 

The Henry Holland Eye Hospital dates back 
to 1910 when Dr. Henry T. Holland was sent to 
India as a medical missionary. Through the years 
he built up a tremendous hospital in Quetta near 
the northeast frontier area and subsequently 
started an annual two month eye clinic 200 miles 
southwest of Quetta. The clinic is held during 
January and February of each year with another 
three to four week session in nearby Khairpur. 
Dr. Holland, known as Sir Henry since receiving 
a knighthood for his work. is now 82 years old 
and is still active in England, raising money for 
the work in Pakistan. 

(Continued on page A-54) 
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Medicine From Abroad 


The clinic is now an established institu ion 
and four days before it starts, patients and ( cir 
families arrive in bullock carts, camel wag. ns, 
donkey and horse-drawn buggies called “tony as” 
and on foot. All patients must have at least one 
relative with them—one man showed up with 27, 
The operating block runs three and four tables 
all the time with native male nurses efficieiitly 
handling the immense volume of work. 

The early morning work begins with rounds, 
a task requiring several helpers: an interpreter— 
about four to five languages are spoken, none of 
which is much like another; a dirty dish car- 
rier, an antiseptic bowl carrier for rinsing hands, 
medication bearer, and several others. The chitty 
or chit history is picked up, the eyes are ex- 
amined, and the proper medication and disposi- 
tion are made. The patients often turn over their 
rope-woven cots because “it’s warmer,” and there 
are always several relatives to add to the confu- 
sion. Chitties are mixed up so that someone may 
have four or five, and the cooking utensils, fire- 
wood, rice and foodstuffs plus family small fry 
are all present in abundance. 

The screening of the patients consists of regis- 
tering a roomful at a time. The women are then 
brought to the front of the room and examined 
first, much to the disgust of the men. Illiteracy 
among the males is about 92 per cent, while that 
among the females is close to 98 or 99 per cent. 
One usually has to explain three, four and five 
times over to many of the patients. Sometimes 
the same patient registers every day for a week. 
Doubtful cases are not operated on because the 
patient does not understand the problem of doubt- 
ful prognosis. Glaucoma cases are never con- 
trolled medically for the same reason. There may 
well be more cataracts in this part of the world 
because of malnutrition and excessive heat, etc., 
but I really think it seems so because there are 
just so many people and only a handful of any 
type of doctors in this crowded country, much 
less ophthalmic surgeons. It is said that the life 
span of the Pakistani is 29 years. If the infant 
mortality is removed, it only moves the expect- 
ancy up to 37 years. 

Life is difficult for the people here. Agricul- 
ture is poorly developed and performed; the sum- 
mer heat is almost unbearable, staying above 
105° F. for weeks at a time. Malaria is endemic 
and three out of five patients have a palpable 
spleen. 

The operating theater has three to four tables 

(Continued on page A-57) 
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going at once. The patients have been given their 
preoperative medication and eye drops and sit 
on their haunches outside the door until led in. 
Almost all the men have beards and a turbanlike 
hat called puggree. Most of the head hair looks 
like a wig, because it is matted and snarled like 
the felt matting under rugs. Henna dye is used 
by many Moslems and betel nut is chewed by 
many to give the teeth a dark red stain. Many 
wear a tawiz or charm or amulet to ward off 
disease, and unruly patients who do not become 
sedated well because of hashish addiction are 
given chloroform anesthesia with great success, 
although they tolerate a tremendous amount. 

After the operation a dooly-wall (a stretcher 
bearer) carries the patient out and puts him to 
bed. The family then takes over and tries to keep 
track of the chitty. Spittle is everywhere since 
spitting appears to be a nationwide habit. 

Surgical treatment other than for the eyes is 
not done much at Shikarpur or Khairpur, but 
during the other 10 months of the year general 
surgery is done in Quetta and only about 400 
cataract operations are done then. During the 
six to eight weeks of the eye clinics, 1400 to 
1600 cataract operations have been done each 
year of the last 15 years or so. The results are 
phenomenal. Mere statistics would be pointless, 
but the postoperative complications seem less 
than those published in American journals and 
the convalescent period seems the same or less. 
The technic of removing cataracts is born of 
years of experience, and American visitors have 
been uniformly impressed with the high stand- 
ard of skill and dexterity shown. The peak this 
year at Shikarpur was 540 patients in the hos- 
pital plus all the relatives. The rigid exclusion of 
women or “purdah,” with the veil and subjuga- 
tion, is slowly becoming less popular, and the 
girl babies now are actually counted as children 
by fathers. 

The clinic is now run by Dr. Ronnie Holland, 
42 year old son of the founder. Removal of a dis- 
eased eye or a leg amputation or removal of 
other organs is almost impossible: religious be- 
liefs. taboos and rituals forbid removal of an 
organ, because in the “next life” the person 
would be without an eye, for instance. 

The pathologic conditions seen here must be 
like those in the United States at the turn of the 
century. Large cysts, neglected tumors, bulging 
areas on the eyes, etc., are very far advanced. It 
is only when the condition causes great. incon- 

(Continued on page A-58) 
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Medicine From Abroad 


venience, pain or trouble do people come for aid. 
They are pretty well convinced of the value of 
cataract extraction, because the eyes afterward 
appear undamaged and, of course, the eyesight 
is restored. 

Very few cases of cross-eye are handled. The 
Moslem “mullah” uses many types of treatment, 
putting on charms or tawizes to ward off disease. 
Gangrenous feet may be wrapped in a goat's 
stomach, and scarring and burning little pledgets 
of cow dung on the skin areas over the pain site 
supposedly help. In one case that I thought had 
been operated on for a large hernia I was told 
that the mullah had burned the inguinal crease, 
raising a tremendous keloid which, of course. 
had to be excised. 

Cataract couching is very common. This is 
the horrendous treatment of pushing a wire or 
bamboo sliver through the cornea into the papil- 
lary area and dislocating the lens backward into 
the vitreous chamber “out of the way.” Of course 
by the time the eye really gets an endophthalmi- 
tis the “doctor” is several villages away. 

Trachoma, syphilis, gonococcal conjunctivitis 
and smallpox are diseases which take a terrible 
toll in children’s eyes. 

In Quetta, about 400 cataract operations are 
done each year along with other major opera- 
tions. In the six to eight week eye clinics, we 
average 1200 to 1500 cataracts plus about 1000 
other types of surgical problems of the eye. 


MADRID 


New drugs for treat- 
ment of schizophrenia— 
During a recent meeting, 
presided over by Dr. Juan 
José Lopez Ibor, at the Neu- 
ropsychiatric Clinic of the 
Provincial Hospital. spe- 
cialists who attended from 
all parts of Spain reached 
the following conclusions concerning the new 
drugs for psychiatric therapy: (1) The signift- 
cance of the new products is comparable to the 
introduction of shock treatment methods: (2) 
the field of application is extremely wide—from 
malignant psychoses to neuroses; (3) use of the 
drugs does not make superfluous the wide range 
of psychotherapeutic treatments; (4) because of 
the complications and contraindications associ- 
ated with the drugs, they must remain exclusive- 
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ly in the hands of physicians. Indiscriminate use 
of the products could produce an epidemic of 
toxicomania. 

For the past four years in Spain, chlorpro:na- 
zine, first used by a French doctor for cases of 
hibernation, has been employed to bring imine- 
diate relief to nervously excited patients and to 
permit them to sleep normally. Reserpine, which 
has produced some disconcerting results, accurd- 
ing to reports from the United States, is used in 
treating schizophrenic patients. This drug. by 
which snake charmers charmed their pythons. 
may have existed since prehistoric times in the 
roots of an aromatic plant which grows in India. 

Of the 15 schizophrenic patients who formerly 
entered Provincial Hospital each month, only 
seven were considered curable: the remaining 
patients were committed to an asylum for longer 
periods of treatment or to await death. At pres- 
ent, in Madrid, reserpine and the other new drugs 
are effecting apparent cures in 83 per cent of 
cases in which they are used. However, it must 
be recognized that these drugs are dangerous and 
can be used only with a doctor’s prescription. 

Toxicomania-inducing stimulants—At the 
Institute of Scientific Investigations, Dr. Juan 
Antonio Vallejo-Nagera Botas, assistant profes- 
sor of psychiatry at the University of Madrid, 
and medical director of the National School for 
Abnormals, gave a lecture on “Medicolegal prob- 
lems of the toxiphrenias and toxicomanias.” In 
explaining the present theories relating to toxi- 
comanias, Dr. Vallejo-Nagera stated that inter- 
national organizations, and especially the World 
Health Organization, interested in the preven- 
tion of this problem have set forth rules which 
have not always been followed. 

Dr. Vallejo-Nagera also spoke of the dangers 
of stimulative drugs such as those often used by 
athletes and students. Though not as dangerous 
as the morphine-type drugs, such stimulants also 
produce a number of toxicomanias. The sale of 
these drugs should be only by medical prescrip- 
tion valid for just one filling. 

The use of “haschis” or “grifa” (marihuana). 
usually imported from Morocco, also creates 
problems in Spain. Dr. Vallejo-Nagera referred 
to the danger of its combined use with alcohol, 
which provokes tendencies to commit violent 
crimes. In addition, he stated that chronically 
intoxicated persons exhibit serious mental symp- 
toms, clinically similar to schizophrenia, even 
many years after having abandoned the habit of 
drinking. 
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1. Wallace, S. L.: Zoxazolamine (FLExiN) in Low Back Disorders, to be published. 
2. Settel, E.: Frexin in Geriatric Skeletal Muscle Spasm, Am. Pract. & Digest 
Treat., in press. 

Available: Tablets, Engestic Coated, pink, 250 mg.; bottles of 36. 
Tablets, scored, yellow, 250 mg.; bottles of 50. 

*U. S. Patent Pending 


McNeil Laboratories, Inc + Philadelphia 32, Pa. 09087 


® 
4 
q 


invitation to asthma? 


not necessarily 


Tedral, taken at the first sign of attack, often 
forestalls severe symptoms. 


relief in minutes ... Tedral brings symp- 
tomatic relief in a matter of minutes. Breathing 
becomes easier as Tedral relaxes smooth muscle, 
reduces tissue edema, provides mild sedation. 


for 4 full hours... Tedral maintains more 
normal respiration for a sustained period—not 
just a momentary pause in the attack. 


Tedral provides: 
in boxes of 24, 120 and 1000 tablets 


Tedral 


WARNER-CHILCOTT 


q 
: 
9 


Arthritic patients—the very patients who 
need salicylate therapy most—are least able 
to tolerate salicylates over long periods of 
time without gastric distress. This problem 
is alleviated by Buffered Pabirin Products, 
a new form of salicylate therapy. 


A protective antacid (aluminum hydroxide) 
buffers against gastric irritation...PABA 
potentiates acetylsalicylic acid for optimum 
response. The salicylate also promotes 
production of adrenal cortical hormones. 
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HOW TANDEM RELEASE 
TABLETS WORK 


The outer layer of Buffered Pabirin 
Tablets quickly releases aluminum 
hydroxide for buffering action. PABA 
to potentiate acetylsalicylic acid and 
therapeutic doses of ascorbic acid to 
offset depletion are also in the outer 
layer. 


After the buffering action has started, 
the inner core of Buffered Pabirin 
Tablets, containing acetylsalicylic acid, 
begins to expand. 


The inner core then disintegrates 
rapidly and permits fast absorption of 
the acetylsalicylic acid. 


Buffered Pabirin AC Tablets release, in 
addition, hydrocortisone from the core. 
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complaints need the comprehensive benefits of 
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FOREWORD 


issue of Posrcrapuate MEDICINE contains papers pre- 
pared at the invitation of the Editorial Board by members of the 
Lahey Clinic staff. A number of issues in the past have been pre- 
sented from university centers, hospital groups and clinics. Sub- 
jects for discussion have been selected which were thought to be 
of practical value, with particular emphasis on those that would 
be of interest to physicians in general practice. 

In the daily care of a large number of patients, practical ex- 
perience accumulates, which, when reviewed and analyzed, can 
be of considerable value. It becomes the responsibility of physi- 
cians with such experience to make their conclusions available. 

Thus in this issue, a number of lesions and conditions are dis- 
cussed which are frequently encountered, such as angina pectoris, 
obesity, peptic ulcer and varicose veins. In addition, experiences 
with lesions less frequently observed are reported, such as aortic 
aneurysm, lymphoma, pancreatic lesions and complications fol- 
lowing gallbladder surgery. 

Over a period of many years, we have reported from this Clinic 
on our experience with the management of carcinoma of the 
colon and rectum. The concluding article presents a scientific ex- 
hibit on this subject. This includes clinical data relative to the 
selection of operative procedures, postoperative complications 
and operative mortality, as well as the end results in a large group 
of patients treated over a five year périod who have been followed 
for five years or more. 

Ricuarp B, M.D. 
Guest Editor 
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Diagnosis of Angina Pectoris 


LEWIS M. HURXTHAL 


Department of Internal Medicine, Lahey Clinic, Boston 


Ancina pectoris, or 
rather angina, because 
many persons with this 
disorder may not have 
pectoral radiation, can 
usually and hence 
should be diagnosed by 
the history alone. It is 
a desirable practice to 
attempt to make the 
diagnosis of angina of 
effort, emotion or de- 
cubitus from the history before physical or 
electrocardiographic examination. If language 
difficulty prevents this, a good interpreter 
should be obtained. If the patient is a poor 
observer or of low intellect, considerably more 
time must be given for the interview. Even 
without these hindrances, cross-questioning is 
essential. The patient should be “‘pinned 
down,” so to speak, on every one of his state- 
ments concerning his complaint. In addition, 
appropriate questions should be asked in both 
a negative and a positive way to see if sugges- 
tion plays a part. In compensation cases, this 
is particularly important because of the pos- 
sibility of malingering. 


LEWIS M. HURXTHAL 
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Patient’s Description of Discomfort 


If asked whether or not the discomfort is 
pain, many patients will say that it is not, but 
usually will describe the discomfort as chok- 
ing, strangling, burning, constricting, tighten- 
ing, pressing, lightening, tingling, aching, pain 
or gas. 


Location of Discomfort 


The various locations of the initial discom- 
fort or its radiation are shown in figure 1. For 
example, the first evidence of angina may be 
a tingling in the fourth and fifth fingers of the 
left hand, which later involves the arm, espe- 
cially the inner aspect, and then the pectoral 
and substernal regions. The discomfort may 
also begin on the right side, or on both sides 
simultaneously and in the same location. 

My first experience with an unusual loca- 
tion of angina pectoris occurred many years 
ago. A woman of 50 years when dancing at 
a rapid rate experienced aching in the lower 
teeth to the extent that she had to stop. This 
aching would subside within two to three min- 
utes. The diagnosis of angina of effort proved 
correct as subsequently the discomfort ap- 
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peared in the neck and later substernally, with 
emotion or walking. Nitroglycerin relieved the 
discomfort. 

I have been impressed from time to time 
with the occurrence of anginal pain at the 
point of some previous injury or disease in 
the upper part of the spinal column. This was 
first brought to my attention by a physician 
who had suffered a broken neck some years 
previously. He had recently noted, while play- 
ing golf, a pain in the back of the neck which 
was relieved whenever he stopped. He, there- 
fore, learned to walk slowly around the course. 
Later there was a change of pattern; he would 
wake up with pain in the neck, which would 
be relieved when he sat up. He also noted later 
that this pain came on with emotion. Because 
of the change in pattern, the possibility of 
an incipient coronary thrombosis was rather 
timidly suggested. It occurred two weeks later. 

The majority of patients, however, have 
only substernal distress. Radiation, as shown 
in figure 1, is frequent, especially if the dis- 
tress is unusually severe. 


Factors Influencing Angina 


Perhaps the best way to illustrate the ef- 
fect of the various factors influencing angina 


FIGURE 1. Location of the 
initial discomfort or of its 
radiation. 


would be to describe a hypothetical case | fig- 
ure 2). A man of middle age or over leaves 
his house on a cold winter morning and finds 
the walking difficult because of snow or ice. 
He has eaten a hearty breakfast and perhaps 
has had some emotional upset regarding fam- 
ily matters. After 50 or 100 paces, he experi- 
ences substernal discomfort which increases 
as he plods along. Instinctively he slows his 
pace or stops, and the distress fades sponta- 
neously, or, having felt somewhat distended, 
he belches and notices quick relief. After one 
or more attempts with a slower pace, he may 
reach his destination. Believing that he has 
slight indigestion from eating too much be- 
cause belching relieved him, the next day he 
eats less and is in a good mood; the snow has 
melted, insuring good footing, and he finds 
he can walk to the station experiencing only 
the slightest substernal discomfort if any at 
all. In contrast, then, the most favorable cir- 
cumstances under which he would be least 
likely to have distress would include a warm 
day, an empty stomach and peace of mind. 
Another curious feature of angina is that 
pain with effort is much more likely to occur 
outdoors than indoors. This may be true in 
warm weather as well as in cold weather. 
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RELATIONSHIPS TO BE INVESTIGATED 
IN HISTORY OF ANGINA PECTORIS 


Emotion < —> Exertion 
Increased Decreased 
after meals fasting 


In cold weather In warm weather 


FIGURE 2 


Some patients may be able to walk up and 
down stairs indoors many times a day but 
cannot cover 100 ft. or more on the street 
without distress. Questions should be directed 
with these factors in mind. As regards angina 
decubitus, such discomfort may awaken the 
patient several times a night. Undoubtedly, 
dreams or overeating before retiring may be 
responsible, but usually position is the cause. 
Rarely, position, such as leaning over, may 
precipitate anginal pain. 

There is considerable variation in the effect 
the above-mentioned factors have on the pro- 
duction of anginal pain. Some patients insist 
that their distress occurs only with effort and 
not with emotion, and vice versa. For addi- 
tional evidence, the physician should inquire 
about the effect of sexual intercourse. It might 
be supposed that this would invariably pro- 
duce angina in a patient who has pain with 
effort or emotion, but apparently this is not 
always the case. 


Duration of Distress 


The duration of angina should not exceed 
the time required for the emotion to subside. 
In cases of angina of effort, recovery is in pro- 
portion to the effort performed, to which the 
intensity of the pain may also be related. At 
best. it averages two to three minutes, and in 
rare cases five minutes. Pain lasting a_ half 
hour or longer is not likely to be angina, but 
more likely is the result of pathologic ische- 
mia or actual thrombosis. If repeated epi- 
sodes of this sort occur, some other cause may 
be found, but nitroglycerin should relieve an- 
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ginal discomfort within one to two minutes. 
The quick fading of distress after the admin- 
istration of nitroglycerin is in itself a diag- 
nostic point. If the story is typical and nitro- 
glycerin has no effect, it is important to inspect 
the tablets which the patient is using. Nowa- 
days, the hypodermic-type tablet is usually 
prescribed, but not infrequently the patient is 
given the oral type of excessively compressed 
tablet, so hard that it cannot be quickly dis- 
solved under the tongue. The result is that an 
effective dose is not delivered fast enough. If 
the tablet can be crushed easily on a table 
with a pencil or thumbnail, it is satisfactory 
as far as consistency is concerned. Tablets 
should be replaced if kept over six months in 
a receptacle not tightly stoppered. 


Recurrence of Pain 


The fact that a patient may have to stop or 
slow down once or twice on beginning exer- 
tion, following which he can walk all day with- 
out trouble, does not exclude angina. | have 
run across this phenomenon repeatedly, espe- 
cially in men playing golf who have trouble 
on the first few holes. In fact, a neighbor of 
mine could play tennis all morning after he 
warmed up and went through several short 
periods of angina, especially after chasing a 
well-placed ball out of his reach. He stopped 
playing tennis. 


Predictability of Distress 


After the pattern of the angina has been 
more or less established, it is remarkably pre- 
dictable. This aspect of the condition enables 
many patients to regulate their lives to avoid 
anginal pain. The predictability of discom- 
fort as learned by the patient is very helpful 
in diagnosis. A good question to put to a pa- 
tient under examination is, “What do you 
avoid doing to prevent your discomfort, or 
what can you do that will practically always 
cause distress?” 


Food and Angina 


Belching often relieves angina, or the an- 
gina fades away at the same time. Certain 
patients say that it is just as effective as nitro- 
glycerin. The fact that relief may be so ob- 
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tained does not in any way detract from the 
diagnosis, or indicate disease of the stomach, 
bowel or gallbladder. In fact, it is so frequent 
that one almost expects the patient to relate 
such an experience. 

As regards food, the heavier the meal, the 
more likely it will be that angina will be easily 
precipitated with effort or emotion. In fact, a 
very large meal may cause angina with very 
little or seemingly no effort. 

In a follow-up of several hundred patients 
some years ago, we were surprised to find 
quite a number who had had classic angina of 
effort for months or several years, following 
which it disappeared. Probably there are rea- 
sons for this, which will not be discussed, but 
it is mentioned here to point out that once 
angina has become established there is some 
hope in a small percentage of cases that it 
may not last forever. 


Physical Findings 


Usually, the heart sounds normal and is not 
enlarged. Angina is more frequent in aortic 
disease, especially aortic stenosis, than in any 
other valvular abnormality. The possibility 
should not be overlooked of associated ane- 
mia or hyperthyroidism, the correction of 
which may be followed by disappearance of 
angina. In fact, in an occasional case of myxe- 
dema and angina, the latter may improve or 
disappear after the administration of thyroid, 
which should be started in small doses, not 
over 4 gr. 

Aneurysm of the aorta, or coarctation, and 
the rare condition pheochromocytoma should 
be excluded. Needless to say, many older dia- 
betics have angina, and this should always be 
investigated. When gallbladder colic manifests 


itself in the epigastric region, there are tir ies 
when it might be interpreted as heart pain «nd 
vice versa. Thus cholecystograms are iv li- 
cated in this type of distress. 

Much has been written about hiatus hernia, 
with obstructive symptoms, simulating angina. 
A hiatus hernia is more likely to mimic cor- 
onary thrombosis. The only classic anginal 
syndromes I have encountered have been in 
several persons who have become severely 
anemic because of chronic blood loss from 
esophageal varices due to hernia. 


Electrocardiographic Findings 


The discussion of electrocardiographic find- 
ings has been left to the last. The diagnosis 
cannot be made on the basis of the electro- 
cardiographic abnormalities. About 20 per cent 
of patients will have normal electrocardio- 
grams. Use of the Master step test is not in- 
dicated in typical cases or in cases in which the 
electrocardiographic changes are significant. 
Even in cases of undoubted angina, this test 
may not be positive, and it may be abnormal 
in cases in which angina is not present. There 
seems little doubt that the Master test re- 
veals coronary insufficiency, but this is not the 
syndrome of angina. It is to be admitted that 
the electrocardiogram and even the Master 
test may swing the balance of evidence for or 
against the diagnosis of angina, but it is a 
dangerous practice to rely on the electrocar- 
diogram alone because the disease will be 
diagnosed in many cases in which it is not 
present; in other words, the patient will hence- 
forth have iatrogenic heart disease. Reference 
was made previously to malingering: exer- 
cise tolerance tests could be of value in such 
cases when unequivocal changes are found. 
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Differential Diagnosis 


of Chest Pain 


CARLTON R. SOUDERS 


Department of Internal Medicine, Lahey Clinic, Boston 


Pain in the chest is a 
common complaint. 
Because of its frequen- 
cy and its severity, but 
most of all because of 
its association in the 
patient’s mind with 
heart disease, cancer or 
tuberculosis, it engen- 
ders a fear which some- 
times exceeds its real CARLTON R. SOUDERS 
importance. The neces- 

sity for speedy and accurate diagnosis of chest 
pains is obvicus. At times this may be an easy 
task but at other times it may be difficult. Since 
irreparable harm may follow an unjustified 
diagnosis of heart disease, and since many 
pains feared by the patient to be indicative of 
serious pulmonary disease are actually symp- 
toms of a less serious condition, it seems 
worthwhile to discuss the differential diagno- 
sis of chest pain. 

The value of a good history cannot be over- 
emphasized. After learning the circumstances 
under which the pain first appeared, an ac- 
curate description of its type, distribution, 
radiation, duration and association with other 
situations or bodily functions should be ob- 
tained. Factors that may reproduce the pain 
or relieve it are often very revealing. Many 
patients have difficulty in analyzing their symp- 
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toms to this degree, but with patience the pat- 
tern of the pain usually will become apparent. 
Since there may be more than one type of 
pain, two or more patterns may be elicited. 

The findings on study should be consistent 
with the symptoms. The mere demonstration 
of an abnormality does not necessarily mean 
that it causes the pain. The finding of degen- 
erative arthritis or a hiatus hernia or a heart 
murmur does not explain the symptoms unless 
they are compatible with the diagnosis. 


Coronary Disease 


The most frequent painful cardiac condi- 
tions are angina pectoris and myocardial in- 
farction. In their classic forms, these two may 
be distinguished readily, yet in other cases 
differentiation between them may be difficult 
even with the aid of laboratory or electrocar- 
diographic methods. In another article in this 
issue Dr. Hurxthal has discussed angina pec- 
toris. He has pointed out that in angina the 
discomfort is transient and short-lived. In cor- 
onary thrombosis, on the other hand, the myo- 
cardial ischemia produces permanent change, 
and the pain may be prolonged for several 
hours or more. 

Myocardial infarction—The discomfort of 
myocardial infarction may range from a crush- 
ing or constricting pain severe enough to cause 
shock to the mildest and vaguest of discom- 
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fort. At times, infarction can occur silently or 
completely without pain. It is usually in the 
same location and has the same radiation as 
the pain of angina, but it may be in the epi- 
gastrium and, therefore, may be confused with 
indigestion. Although its location mimics an- 
gina, its duration is quite different, usually 
being more prolonged and measured in hours 
or days rather than in minutes. The onset is 
not necessarily related to effort, and may oc- 
cur when the patient is at rest or asleep. Char- 
acteristically, the pain of infarction starts 
gradually and builds up to a peak of discom- 
fort. Associated signs may serve to confirm 
the diagnosis. These may include ashen pallor, 
cold sweat, rapid weak pulse, arrhythmia, drop 
of blood pressure below its normal level, some- 
times a marked bradycardia, basal rales, fric- 
tion rub, nausea, vomiting and belching. It 
is to be remembered that in some cases cor- 
onary thrombosis occurs without the produc- 
tion of any symptoms. 

Myocardial infarction may be the first sign 
of coronary disease. It may occur during some 
unusual exertion such as shoveling snow or 
heavy lifting, especially during a period of ex- 
citement. Often it begins after an unusually 
heavy meal. The infarction may be caused by 
hemorrhage into a pre-existing atherosclerotic 
plaque in the coronary artery. Occasionally, 
infarction occurs after a somewhat prolonged 
drop in blood pressure as may happen during 
or after a surgical operation. This may be the 
result of thrombosis precipitated by the slug- 
gish circulation at the site of pre-existing nar- 
rowing of the artery. 

A suspicion of myocardial infarction may 
usually be confirmed by finding typical elec- 
trocardiographic signs. These, however, may 
not appear in the first few hours after occlu- 
sion, so repeated tracings may be needed to 
prove the diagnosis. A simple, stable abnor- 
mality in the electrocardiogram may be caused 
by a previous myocardial infarct, but a chang- 
ing electrocardiographic pattern on serial trac- 
ings is the usual finding during an acute in- 
farction. 

After a careful history and a physical ex- 
amination, it is often possible to be reasonably 
certain that a given patient’s chest pain is not 


caused by angina or by coronary occlu: on. 
An electrocardiogram may serve as negative 
evidence to confirm this opinion. In that « ase 
there remains the problem of the cause o! the 
pain and the best treatment for it. It is only 
slightly less traumatic to the patient to be left 
with no explanation for his pain than it is to 
be wrongly considered to have heart disease, 


Pericarditis 


Although not too common, pericarditis may 
easily be confused with coronary disease. ‘I his 
condition, too, may cause substernal pain 
which is described as crushing, heavy or 
squeezing. It is usually of long duration and 
may be aggravated by deep breathing, cough- 
ing, swallowing, bending or lying down. At 
times, it extends to the throat or interscapular 
area. There may be tachycardia, muffled heart 
sounds, low blood pressure or friction rub, all 
of which may cause further confusion with 
coronary disease. The correct diagnosis will be 
suggested by the type of electrocardiographic 
pattern, the presence of paradoxical pulse, the 
finding on roentgenoscopy of a large bottle- 
shaped heart shadow which changes shape on 
change of position, or an elevated venous 
pressure. The presence of pulmonary tuber- 
culosis will suggest the possibility of tuber- 
culous pericarditis, and the presence of other 
serous surface inflammation will suggest poly- 
serositis, Pick’s disease, rheumatic fever or 
collagen disease. 

Acute idiopathic pericarditis may present a 
real problem. It is prone to occur in young 
persons without other evidence of arterioscle- 
rosis or cardiovascular disease, often follows 
a respiratory infection, and often is accom- 
panied by fever from the onset, contrary to 
myocardial infarction in which fever devel- 
ops in the subsequent few days. The typical 
electrocardiographic findings of pericarditis. 
which progress to complete resolution, and the 
benign course serve to confirm the diagnosis. 

The electrocardiographic changes diagnos- 
tic of pericarditis are: usually elevated S-T 
segment in leads I and II and the precordial 
leads, with’ flattened to shallow inversion of T 
waves in the early stage and inverted T waves 
in the late stage. The S-T segments are not 
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depressed, and although there may be a Q 
wave in lead III it does not have all the char- 
acteristics of the Q-3 T-3 pattern. 


Elevated Pulmonary Arterial Pressure 


At times pain may be associated with mitral 
valve stenosis or other lesions causing ele- 
vated pulmonary arterial pressure. This pain 
may mimic angina in almost every respect. 
It is precordial or substernal, although other 
areas of the thorax may be involved. It may 
extend to the throat or arm, and it may be 
mild or quite severe. It may be precipitated 
by exertion or emotion but, on the other hand, 
unlike angina, it may occur at rest. It is often 
accented by respiration or accompanied by 
dyspnea. in which particulars it differs from 
angina. The duration may be from minutes 
to weeks or months. The electrocardiogram 
may show T wave or RST change. 

The pain of pulmonary hypertension will 
not be dramatically benefited by nitroglycerin, 
and in this respect the trial of therapy is an 
excellent diagnostic procedure. Often there is 
generalized cyanosis with the pain—a sign 
which should indicate the possibility of pul- 
monary hypertension. Since the symptom is 
associated with increased pressure in the pul- 
monary circuit, a cause for this increase must 
be found. This may be mitral valve stenosis, 
congenital heart lesions (defect in atrial sep- 
tum, Eisenmenger’s complex, patent ductus 
arteriosus), primary diffuse disease of the 
lungs such as asthma, emphysema, bronchiec- 
tasis, and disorders of the pulmonary artery. 

Treatment of this disorder is the treatment 
of the underlying disease. It has been reported 
that complete relief of this symptom has been 
obtained in a patient with a tight mitral valve 
stenosis after successful commissurotomy. 


Dissecting Aneurysm 


It may be necessary to distinguish the pain 
of a dissecting aneurysm of the aorta from 
that of myocardial infarction, and at times 
the pain in the two conditions is identical. 
In the former condition, however, the pain is 
usually dramatic in its sudden onset, excruci- 
atingly severe and at its maximum of inten- 
sity at the instant of onset. It may be accom- 
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panied by shock, but in some cases there may 
be an actual elevation of the blood pressure 
during the attack. The pain will vary in loca- 
tion with the site of the rent in the intima. 
Often it begins substernally or in the back 
between the shoulder blades. It may change 
its location as the dissection progresses cau- 
dad. and it may radiate in turn to the neck or 
head, arms, thorax, abdomen and legs. A path- 
ognomonic sign is progressive obliteration of 
the pulses in a carotid artery, then in arm and 
leg vessels. The condition may be suspected 
when repeated electrocardiograms remain un- 
changed and when there is a progressive in- 
crease in the width of the aortic shadow on 
the roentgenogram. Transient neurologic signs 
are due to interruption of the vascular supply 
to the spinal cord as the dissection involves 
the segmental branches of the aorta. 

The importance of making this diagnosis 
ante mortem lies in the new developments in 
vascular surgery which in some cases permit 
evacuation of the clot in the aortic layers and 
rechanneling of the dissection back into the 
normal aortic lumen. 


Pulmonary Embolus 


Pain accompanying a pulmonary embolus 
has already been mentioned. This too may be 
crushing in type, extremely severe and sub- 
sternal in location. A large embolus causes 
pallor or cyanosis, shock, rapid pulse and 
dyspnea associated with great anxiety. If the 
embolus is massive, death may occur instantly 
or within a few minutes. In the event that the 
patient lives long enough, it may be noted that 
there is distention of the jugular veins associ- 
ated with pallor rather than the cyanosis which 
would be expected in heart-failure. Accentua- 
tion of the pulmonary second sound results 
from the sudden pulmonary hypertension. If 
the embolus is small, pain may be mild or 
absent. After infarction occurs there may be 
pleural pain referred to the area over the in- 
farct. Pleural effusion, sometimes bloody in 
character, may occur within a few days. 


Aortitis and Syphilitic Aneurysm 


While arteriosclerosis of the aorta is not 
painful, syphilitic aortitis often produces pain 
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of varying degrees. This is caused by the in- 
fiammation of the aortic wall and particularly 
by the thickening of the adventitial coat. This 
pain is usually dull, substernal or in the mid- 
back, and not related to exertion. It tends to 
be continuous and may be accentuated at 
night. A syphilitic aneurysm may cause addi- 
tional pain of a boring, throbbing type if it 
compresses adjacent sensitive structures and 
particularly if it erodes the sternum, ribs or 
spinal column. This is a very severe and in- 
tractable symptom. 


Degenerative Arthritis of the Cervical 
Segment of the Spinal Column 


Degenerative arthritis of the cervical joints 
or protruding intervertebral disks in the low 
portion of the cervical area may cause pain 
in the upper part of the chest. This is usually 
unilateral, but, if it is on the left and extends 
into the arm as it frequently does, it may easi- 
ly be confused with angina. This extension, if 
carefully localized, may be noted to occur in 
the deltoid area and outer side of the arm, al- 
though the pain rarely may be referred to the 
little finger. It may also be noted in the supra- 
clavicular and infraclavicular areas. Often the 
pain is aggravated by turning or hyperextend- 
ing the neck, or by use of the upper extremi- 
ties, particularly in lifting or carrying. There 
may or may not be limitation in neck motion. 
Lying down with the head raised on a small 
pillow or with a rolled-up towel under the 
neck tends to relieve the pain, as does head 
traction. Cervical or upper thoracic spinal 
cord tumors may cause a constant pain refer- 
red to the chest and simulating coronary dis- 
ease, but the duration is usually such as to 
make it obvious that the pain is not angina or 
the result of coronary thrombosis. Electro- 
cardiograms, of course, are normal. 


Diseases of the Esophagus 


Diseases of the esophagus cause either dif- 
ficulty in swallowing or pain. Pain of esopha- 
geal origin is described as squeezing, pressing, 
aching or burning. It may easily be confused 
with the pain of coronary disease, for it is 
usually substernal and may extend up to the 
neck, jaws, arms or back. Esophagitis causes 
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a burning discomfort, and spasm of the es: pha- 
geal musculature causes a more severe sq.ieez- 
ing pain. 

Carcinoma of the esophagus—Althoug : felt 
in the center of the chest or back, the pain of 
a carcinoma of the esophagus is usually not 
difficult to distinguish because almost invaria- 
bly it is associated with dysphagia which ante- 
dates the pain. Carcinoma of the esophagus 
accompanied by pain almost always means 
that extension of the disease has occurred, 
and sometimes this happens before the lumen 
becomes obstructed. 


Diaphragmatic Hernia 


Diaphragmatic hernias may cause pain re- 
sembling coronary disease. This may be sub- 
sternal and may radiate to the suprasternal 
notch or throat, the precordial area or left 
shoulder and arm. If it is a hiatus hernia, the 
pain may be associated with dysphagia or it 
may be relieved by swallowing food or water. 
The pain of a diaphragmatic hernia may oc- 
cur when the patient is recumbent, and may 
be relieved by assuming the upright position. 
In searching for hiatus hernias roentgeno- 
scopically, it must be remembered that some 
of these are sliding hernias which may be- 
come reduced when the patient is standing. It 
is necessary, therefore, to carry out the ex- 
amination with the patient recumbent or even 
in the Trendelenburg position to rule out a 
hiatus hernia. Sometimes the hernia may be 
impossible to find at one examination but may 
be detected on another day. 

Increased abdominal pressure, as from lift- 
ing or straining or even from walking rapidly, 
is at times reflected in an increase in intra- 
luminal pressure in the esophageal hernia. 
This causes pain resembling angina which may 
be heightened if the electrocardiogram shows 
changes suggestive of myocardial ischemia, as 
occasionally happens. 


Gallbladder Disease 


Gallbladder disease may cause reflex car- 
diospasm with pain radiating into the chest. 
Every physician has seen a case in which gall- 
bladder colic is referred to the lower subster- 
nal area and since, conversely, the pain of 
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myocardial infarction may be referred to the 
epigastrium, the confusion between these two 
conditions is notorious. When a patient who 
has had several or many attacks of pain sug- 
gestive of myocardial infarction is found to 
have a normal electrocardiogram, it is well to 
consider gallbladder disease as a possibility. 


Other Subdiaphragmatic Conditions 


Still other subdiaphragmatic causes of chest 
pain can readily be found. Distention of the 
fundus of the stomach by gas or a large spleen 
or large liver may cause chest pain by pushing 
up on the diaphragm. Diaphragmatic paraly- 
sis, whatever its cause, if on the left side, per- 
mits the stomach to come up higher than 
usual. This may be accompanied by distor- 
tion or kinking and result in accumulation of 
air in the fundus, which causes pain in the 
precordial area. Inflammatory processes such 
as a penetrating peptic ulcer or subdiaphrag- 
matic abscess may refer pain to the lower part 
of the thoracic area or the shoulder top. 


High Splenic Flexure Syndrome 


Fairly often, a patient complains of attacks 
of precordial pain radiating into the left pec- 
toral area, the left side of the neck, shoulder 
top and left arm. These attacks may be of long 
or short duration but tend to be longer than 
the usual attack of angina and to occur essen- 
tially without relationship to exertion. More 
often than not, the patient has decided he has 
heart disease and his suspicion may have been 
confirmed by a physician who treated the 
symptoms as such. A carefully taken history 
easily detects the differences between the pa- 
tient’s story and angina pectoris, and may 
elicit the fact that he has a great deal of gas, 
belching, bloating or flatus. He may have 
found that passing flatus or a bowel movement 
relieves his discomfort, and that it is precipi- 
tated by emotional disturbances, constipation, 
meals and lying down. He may be noted to be 
a tense, anxious person. 

A barium enema study will show a high 
splenic flexure of the colon. A plain abdominal 
roentgenogram made during an attack may 
show a large bubble of air in the colon high 
under the left portion of the diaphragm. The 
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patient often finds that distending the color 
with barium during the study reproduces his 
pain. This is characteristic of the so-called 
high splenic flexure syndrome. The scientifi- 
cally minded can reproduce the exact syn- 
drome by inflating a balloon introduced into 
the splenic flexure by a rectal tube. In each 
case it can be noted that the distal part of the 
transverse colon forms an acute angle with the 
descending colon and that there is thus an 
anatomic setup to trap gas or feces in that 
area. Since pain is not present at all times in 
persons having this anatomic peculiarity, and 
since many persons with a similar bowel pat- 
tern never have pain, it follows that there must 
be another ingredient. This is spasm. Spasm 
below the splenic flexure causes obstruction 
to the normal peristaltic motion, and spasm 
above forces bowel content or gas into the trap 
and causes pain. This explains why eating or 
belching will sometimes produce relief by al- 
tering the peristaltic pattern. The treatment 
is obvious. First of all, strong reassurance is 
needed to relieve the anxiety about heart dis- 
ease. Then a program of bland diet, antispas- 
modics, sedation, rest and heat will usually 
serve to eliminate the symptoms. 


Hyperventilation Syndrome 


Another physiologic disturbance which may 
occasionally be the cause of chest pain con- 
fused with heart disease is respiratory alkalo- 
sis, or hyperventilation syndrome. It occurs 
most frequently but not exclusively in the 
nervous, hypersensitive person. During attacks, 
symptoms may relate to the cerebrum, such 
as light-headedness, dizziness, headache, im- 
paired concentration and memory, unsteadi- 
ness and feelings of unreality, or to neuro- 
vascular disturbances, such as numbness and 
tingling of the face or extremities, coldness 
of the extremities and flushing, to cardiore- 
spiratory dysfunctions, such as tachycardia, 
arrhythmias, tightness in the chest, sighing 
respirations and yawning or, finally, to mus- 
cular abnormalities, such as spasm, tremor. 
twitching or pain. Precordial or chest pain is 
common and may be experienced as a steady 
ache or as shooting twinges of pain. 

The condition occurs when pulmonary ven- 
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tilation exceeds physiologic needs, and is ac- 
companied by blowing off excess amounts of 
alveolar carbon dioxide, which in turn re- 
duces the carbon dioxide content of the blood. 
The resulting alkalosis causes the symptoms 
which may go on to actual production of teta- 
ny with muscle spasm and carpopedal spasm. 
It has been noted that the intercostal muscles 
are at times tender during attacks, and that 
the diaphragm, especially on the left, may be 
high and lag in its motion. This may be ac- 
companied by collection of an air bubble in 
the fundus of the stomach. Some patients men- 
tion tightness and a constricting feeling in the 
chest, usually in the lower half but extending 
at times to the neck, shoulder or finger tips. 
Since the diaphragm is attached to the pos- 
terior surface of the xiphoid, the lower ribs 
and intercostal muscles and the upper lumbar 
vertebrae, it seems logical that spasm of the 
diaphragm or stretching of the diaphragm 
with tension on its attachment would prove 
painful. The muscle soreness is not unlike 
that resulting from the low calcium tetany 
of hypoparathyroidism. The hyperventilation 
syndrome probably explains many of the chest 
pains of anxious persons and probably also 
many of the pains seen in the weeks or months 
after myocardial infarction when the patient 
quite naturally has a certain amount of anxie- 
ty and tension relative to his condition. 

From the diagnostic point of view, it is 
usually possible to reproduce these symptoms 
by forced voluntary hyperventilation and thus 
to confirm their origin. Treatment consists of 
reassurance, tension-relieving drugs, education 
of the patient to hold his breath or reduce 
respirations when the syndrome is impending, 
acidification with ammonium chloride and 
treatment of acute attacks by rebreathing into 
a paper bag. 


Tender Costal Cartilage 


It is not rare to encounter patients, usually 
young women, who complain of pain in the 
anterior part of the chest which can be local- 
ized to one or more costal cartilages near the 
sternum. Careful palpation will usually dem- 
onstrate a tender area sharply localized to the 
region of the cartilage or costosternal junc- 
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tion. Pressure on this area either with th. fin- 
ger or by compressing the whole chest wi | re- 
produce the symptoms. In most of these c.ses, 
there is no swelling or definite history ©! in- 
jury although in some cases both may be pres- 
ent. Often these symptoms seem to follow some 
strain, such as house cleaning, raising a win- 
dow, or unaccustomed lifting. The symptoms 
probably are due to strain of the attachments 
of the pectoral muscles along the costal car- 
tilage or to irritation of the costosternal joint. 
It is seldom necessary to do more than re- 
assure the patient since the pain is rarely 
severe enough in itself to be a problem but 
by its persistence is a cause of anxiety. Heat, 
salicylates, and so forth, frequently only serve 
to remind the patient of the symptom. Pro- 
caine injection can be helpful at times. In all 
probability this syndrome is the same as or 
closely allied to the anterior chest wall syn- 
drome described by Prinzmetal and Massumi.' 
These authors indicated that biopsies of the 
skin and intercostal muscle or rib cartilage in 
a few cases have shown lymphocytic infiltra- 
tion, muscular degeneration and chronic in- 
flammation in the perichondrium and connec- 
tive tissue. Treatment with corticotropin or 
corticosteroids or radiation therapy seems lit- 
tle more effective than simple reassurance. 


Tietze’s Syndrome 


In Tietze’s syndrome, pain and tenderness 
are found in the costal cartilage and adjacent 
tissues. The pain is usually found in the sec- 
ond costal cartilage and is accompanied by 
swelling. Trauma and respiratory infections 
are mentioned as precipitating causes. At 
times, a definite chondritis may occur. and 
excision of the offending cartilage may be the 
quickest and surest form of relief. 


Hypersensitive Xiphoid 


A syndrome of hypersensitive xiphoid has 
been described’ which either may occur in 
association with organic conditions such as 
coronary disease, peptic ulcer and cholecys- 
titis or may simulate these conditions. It is 
characterized by an extremely sensitive area 
on the xiphoid, often along one edge, which, 
when touched, produces pain of variable de- 
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gree in the substernal or precordial area or 
extending to the throat. It is sometimes asso- 
ciated with nausea, pallor or fainting. It may 
occur after a large meal, on exertion or when 
turning in bed, and may closely imitate the 
symptoms of angina pectoris. The treatment 
is injection of procaine, repeated two or three 
times if necessary, and in rare cases excision 
of the xiphoid. 


Catch 


An interesting pain called precordial catch 
has recently been described* as occurring only 
on the left side and in the precordial area, but 
it probably occurs in other areas as well. The 


onset is sudden, and significantly it often oc- 


curs when the thorax is in a slouched position. 
There is severe pain which makes the victim 
hold his breath or breathe very shallowly until 
relief is obtained by either straightening up 
the back or forcing a deep breath. The ex- 
planation given is that the pain arises from 
the parietal pleura. It has been my feeling, on 
the other hand, that this pain is caused by a 
pinching of the intercostal nerve due to a 
slumping posture, with pain extending along 
the course of the nerve and producing a spasm 
in either the intercostal muscles or diaphragm. 
Straightening the back relieves the irritation 
and the symptoms just as forced inspiration 
would separate and elevate the ribs and over- 
come a muscle cramp. 


Spontaneous Pneumothorax 


The sudden development of a spontaneous 
pneumothorax is usually a painful condition 
and is associated with dyspnea. Coronary 
thrombosis is frequently suspected and the 
suspicion is heightened if the patient becomes 
cyanosed and a rapid pulse develops. The re- 
lationship of pain to respiration may not be 
very obvious, but careful physical examina- 
tion should give evidence of decreased or ab- 
sent breath sounds, a tympanitic percussion 
note on the side of the pneumothorax, and a 
shift of the mediastinum toward the opposite 
side. The diagnosis is confirmed by roentgen- 
oscopy and roentgenographic study. If the 
symptoms are mild and the mediastinal shift 
is not severe, it is safe to treat conservatively 
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by rest, allowing spontaneous re-expansion to 
occur. If re-expansion does not begin prompt- 
ly or if collapse is unduly prolonged, other 
measures are necessary, such as closed suction 
to remove the air. If tension pneumothorax 
causes increasing collapse and mediastinal 
shift, suction is imperative. If re-expansion 
cannot be maintained or if the pneumothorax 
should recur, the best treatment is thoracotomy 
with excision of blebs if found and scarifica- 
tion of the pleura to produce adhesions which 
will remove danger of subsequent collapse. 


Mediastinal Emphysema 


Instead of a spontaneous collapse of the 
lung, an air leak may occur in an area where 
free pleural space is not involved. In this 
case, air may dissect in the interstitial tissues 
toward the hilus and into the mediastinum, 
producing the syndrome of mediastinal em- 
physema. The pain of this condition may be- 
gin gradually or suddenly. It is substernal in 
location, but may radiate to the neck, shoul- 
ders and interscapular region. If the air pro- 
ceeds upward to involve the neck, the palpa- 
ble subcutaneous crepitus is pathognomonic. 
If this does not occur, air may be visualized 
in the mediastinum on the roentgenogram, 
and a noisy crepitant rubbing sound synchro- 
nous with the heart beat will be detected on 
auscultation. The treatment is entirely ex- 
pectant, the prognosis good. The condition 
should be distinguished from pericarditis and 
myocardial infarction. 


Bronchitis 


Bronchitis may cause a dull steady pain in 
the center of the chest. It usually can be dis- 
tinguished from angina because of its dura- 
tion but may be confused with myocardial in- 
farction. An acute bronchitis due to infection 
or chemical irritation produces at times a 
soreness or burning substernally. The associ- 
ated cough, fever and leukocytosis usually 
serve to point to the proper diagnosis. The 
pain will subside as the bronchitis recedes. 


Mediastinal Tumors 


Metastatic disease in the mediastinum or 
primary mediastinal tumor often produces 
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dull retrosternal pain or pain in a correspond- 
ing region in the thoracic area of the back. 
Radiation to the throat is not uncommon. This 
is usually a steady boring pain and is often 
worse at night. The diagnosis usually can be 
made immediately from the roentgenologic 
findings. 


Acute Mediastinitis 


Mediastinitis may occur in an acute form 
usually caused by perforation of the esopha- 
gus. This may result from cancer, from swal- 
lowing a foreign body such as a bone, or as a 
consequence of injudicious instrumentation. 
Spontaneous ruptures occur rarely after retch- 
ing or vomiting. Pain may be severe, is usu- 
ally felt posteriorly, and may radiate around 
the lower part of the thorax. Roentgenograms 
and physical examination may both show evi- 
dence of fluid at one or the other lung base. 
There is usually high fever. This is a rapidly 
fatal condition unless treated promptly by 
large doses of antibiotics, parenteral fluids 
and usually prompt surgical drainage of the 
mediastinum. 


Chronic Mediastinitis 


A chronic form of mediastinitis occurs in 
tuberculosis when caseous lymph nodes rup- 
ture into the mediastinum, spreading infec- 
tion there. Pain is usually dull and continu- 
ous but may be aggravated by coughing or 
swallowing, just as it is in the acute suppura- 
tive form. 


Pleurisy 


All of the conditions mentioned so far may 
be suggestive of heart disease on superficial 
examination. There are other thoracic pains 
which, although not readily confused with car- 
diac disease, may nevertheless cause diagnos- 
tic difficulties. Pleural pain has the character- 
istic of being aggravated by breathing and 
relieved by immobilization of the chest either 
by voluntary breath holding or by strapping 
the chest. Although pleural pain is usually in 
the side of the chest, it may be apical in loca- 
tion, may be referred down into the upper part 
of the abdomen, may be in the back, or may 
be felt in the neck, shoulder top or deltoid 
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area. The last-mentioned distribution of ain 
is caused by diaphragmatic pleurisy an! js 
explained by the innervation of the ceitral 
part of the diaphragm which is supplie: by 
the phrenic nerve. Since this nerve is derived 
from fibers originating in the third, fourth 
and fifth cervical nerve roots, the pain may 
be referred into the somatic distribution of 
these nerves in the neck and shoulder. More 
than one patient has been treated for bursitis 
of the shoulder or arthritis of the neck when 
his disease actually lay on the diaphragm. 


Diseases of the Ribs 


Diseases of the ribs may cause pain of 
pleuritic type. To be considered are fractures, 
infections or tumors. Fractures may result 
from direct trauma or may be pathologic frac- 
tures in areas of bone softened by malignant 
disease. It is sometimes not appreciated that 
fractures may occur during an episode of vio- 
lent coughing. The sudden pull of contracting 
intercostal muscles may be sufficient to break 
a rib. Tumors may be benign or malignant. 
Malignant tumors are usually metastatic from 
some distant focus or are primary by direct 
extension from cancer of the lung. If exten- 
sion occurs from a tumor at the apex of the 
lung, it may invade the first one or two ribs, 
the brachial plexus and cervical sympathetic 
nerves, and produce Horner’s syndrome and 
arm pain that go to make up Pancoast’s syn- 
drome. Both tuberculosis and pyogenic osteo- 
myelitis may involve the ribs. With the wide- 
spread use of antibiotics, both are rare. 

Since lung parenchyma and visceral pleura 
are devoid of pain fibers, tumors or inflamma- 
tion confined to the lung is not painful. There- 
fore, if a patient with cancer of the lung has 
pain, the lesion can be assumed to have ex- 
tended to the mediastinum or chest wall. 


Herpes Zoster 


Pain in the chest may be the first sign of 
herpes zoster. This pain usually follows the 
distribution of an intercostal nerve, and may 
be persistent and severe. Usually, after a varia- 
ble period of time ranging from a few days to 
two or three weeks, the characteristic skin 
lesions appear and establish the diagnosis. 
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Intercostal Neuralgia 


Similar nerve root pain may occur over 
long periods of time due to intercostal neu- 
ralgia. The cause is not always obvious but 
sometimes it may be degenerative arthritis of 
the thoracic vertebrae or arthritis of the costo- 
transverse joint. Neuritis may occur second- 
ary to infection or diabetes. These pains may 
be associated with skin hypersensitivity. 


Vertebral Disease 


Pains in the back may be referred to the 
area on either side of the thoracic vertebrae 
and may be associated with tenderness in the 
erector spinae group. Common causes for such 
pain are senile osteoporosis, poor posture and 
Marie-Strimpell arthritis. In the first of these 
conditions, the pain is usually worse after pro- 
longed sitting or standing, and is relieved by 
recumbency. The roentgenogram should dem- 
onstrate evidence of osteoporosis. This condi- 
tion is commonest in postmenopausal women 
but may occur in men and in a variety of 
metabolic conditions. In Marie-Striimpell ar- 
thritis, the pain is usually worse after pro- 
longed recumbency and is relieved by getting 
up and moving about. It occurs in men under 
the age of 40. The roentgenographic evidence 
may be conclusive, but in some cases the tho- 
racic segment of the spinal column shows 
nothing while the sacro-iliac joint may show 
the early joint changes. The patients usually 
have some rigidity of the back, especially in 
the lumbosacral area. Postural pains may be 
associated with scoliosis, inequality of leg 
length, round shoulders, etc. It is common to 
find that the patients sleep in a soft or sagging 
bed. Often the substitution of a firm mattress 
or placing a board under the mattress pro- 
duces the desired relief. 

Pott’s disease is becoming rare but must 
still be considered in the differential diagnosis 
of thoracic pain. Osteomyelitis and metastatic 
malignant disease in the vertebrae may cause 
severe pain which may be localized or may 
extend along intercostal nerves. Multiple my- 
elomas are an occasional cause of bone pain. 
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Chest Wall 


The thoracic cage is composed of bone, 
muscle and fibrous tissues, and is covered with 
skin and subcutaneous fat. The entire area is 
well supplied with sensory nerves so that a 
great variety of pains may occur which can 
be variously associated with tender fat, fibro- 
sitis or fibromyositis, and rheumatic or colla- 
gen disorders. The breast covers a iarge part 
of the anterior chest in the female and may 
cause pain when involved in inflammate-y, 
neoplastic or degenerative disease or hormonc- 
physiologic disorders. 

Perhaps one of the commonest causes of 
chest pain is simple muscle fatigue or strain. 
Since the great muscles of the shoulder girdle 
are attached to the chest wall, strain or un- 
accustomed use of the arms may refer pain to 
the thorax. If there is a clear-cut story of un- 
usual muscular activity, the diagnosis may be 
easy, but it should be remembered that the 
fatigue may be psychogenic or related to 
chronic neuromuscular tension and, therefore, 
less obvious on initial examination. 


Summary 


Pain in the chest is a common complaint. 
It is always necessary to consider cancer. 
heart disease or other serious cardiovascular 
disorders in the differential diagnosis of this 
symptom. Yet there are many common, less 
serious explanations for the pain in many in- 
dividuals. Furthermore, chest pain may be re- 
ferred from the cervical area or from the up- 
per abdominal viscera. A careful history will 
serve to distinguish most of these conditions, 
and confirmation of the diagnosis is possible 
with a few relatively simple tests or studies. 
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hyperthyroid- 
ism or myxedema pre- 
sents little difficulty in 
diagnosis. When symp- 
toms are mild and clini- 
cal signs indefinite, ob- 
jective tests of thyroid 
function are needed to 
support the diagnostic 
impression. The basal 
metabolism test was for 
many years the princi- 
pal test of thyroid function. In most patients 
it is reliable, but it has well-known limitations 
which become most apparent in patients with 
borderline or atypical clinical findings. In 
these circumstances, the use of either the 
serum protein-bound iodine’ or the I'*' tracer 
studies or both is indicated. 

From the patient’s standpoint, determina- 
tion of the protein-bound iodine has a distinct 
advantage; it is a simple blood test, requiring 
very little time and personal effort. From the 
laboratory standpoint, however, the test is dif- 
ficult and is subject to contamination from 
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Protein-bound lodine in 


Thyroid Disorders 
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iodine in the air, water and glassware. Black- 
burn and Power” have analyzed their experi- 
ence with the protein-bound iodine in 1,542 
patients, and defined its range in various states 
of thyroid function (table 1). In normal eu- 
thyroid patients the protein-bound level is not 
fixed at the frequently quoted normal range 
of 4.0 to 8.0 yg. per 100 ce. but is spread 
from a low of 2.5 to a high of 8.3 wg. per 100 
ce. Ninety-five per cent of euthyroid patients 
have values between 3.1 and 7.7 wg. per 100 ce. 

The chief weaknesses of the test are: (1) 
the overlap of values between different states 
of thyroid function, and (2) the deceptive re- 
sults produced by previous administration of 
various compounds or by the coexistence of 
other disease states.” 

Elevations of the protein-bound iodine not 
due to hyperthyroidism occur during preg- 
nancy and in cases of acute hepatitis and 
acute thyroiditis. False elevations also occur 
in patients who have received iodine-contain- 
ing compounds, including potassium iodide, 
Lugol’s solution, cough mixtures, vitamin- 
mineral preparations, radiopaque media used 
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in roentgenologic diagnostic procedures, and 
desiccated thyroid. 

Depressions of the protein-bound iodine 
level are produced by the ingestion of anti- 
thyroid compounds such as the thiouracil 
drugs and potassium thiocyanate, by the in- 
gestion of tri-iodothyronine, and for 24 to 48 
hours following mercurial diuresis. Occasion- 
ally the protein-bound iodine level is depressed 
in nephrosis and other states accompanied by 
decreased levels of serum albumin.* The pres- 
ence of these modifying factors automatically 
renders the test unreliable as a guide in thy- 
roid evaluation. 

Notwithstanding these specific limitations, 
the protein-bound iodine determination is of 
particular value in those patients in whom the 
basal metabolic rate and plasma cholesterol 
correlate poorly with the clinical picture. The 
protein-bound iodine determination has been 
especially useful in distinguishing hyperthy- 
roidism from hypermetabolism of nonthyroid 
origin as seen in anxiety states, congestive 
heart-failure, pheochromocytoma, acromegalia 
and parkinsonism. It is helpful in establishing 
the presence of hyperthyroidism in cases of 
nodular goiters in which radioiodine tests are 
notoriously unreliable. It correctly classifies 
the status of thyroid function in euthyroid pa- 
tients with low basal metabolic rates. Finally, 
it is often decisive in evaluating thyroid func- 
tion in patients on long-term antithyroid ther- 
apy or following radioiodine therapy. 

The present report is in no way an effort to 
deny the value of the basal metabolic rate and 
radioiodine studies but is rather an attempt to 
show by case reports the unmistakable value 
of the protein-bound iodine determination in 
perplexing thyroid problems. 


Hypermetabolism of Nonthyroid 
Origin in Patients With Goiters 


Patients with goiters frequently have other 
conditions which produce elevations of the 
basal metabolic rate. The commonest causes 
of hypermetabolism not associated with the 
thyroid are blood diseases, cardiac and pul- 
monary disease, endocrinopathies, drug inges- 
tion and miscellaneous states, such as anxiety, 
parkinsonism, pregnancy, Paget’s disease and 
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TABLE 1 


PROTEIN-BOUND lopinE VALUES IN VARIOUS STATES 
oF FUNCTION* 


SERUM PBI, MICROGRAMS 


PER 100 cc. 
Range Mean 
Normal (euthyroid) .. 25- 83 52 
Graves’ disease ...... ... 44-270 12.7 
Toxic nodular goiter |. ... 6.3-30.0 11.6 
Myxedema ........ .. OO- 5.2 1.3 


*From Blackburn and Power.” 


torticollis. Protein-bound iodine determina- 
tions in such patients are often diagnostic. 

Case 1—A 52 year old woman came to the 
Lahey Clinic complaining of a 22 lb. weight 
loss over the previous eight months. One year 
before, she had had an episode of congestive 
heart-failure secondary to coronary sclerotic 
heart disease. She had since been maintained 
on a strict cardiac regimen consisting of salt 
restriction, digitoxin and oral diuretics. The 
present weight loss occurred gradually in as- 
sociation with a poor appetite. Cardiac com- 
pensation was apparently maintained during 
this time. 

On examination the patient was thin and 
dyspneic: the heart was enlarged and the rate 
rapid; the skin was moist and somewhat warm; 
the lungs were clear and there was no peripher- 
al edema. There was a small, soft and nodular 
goiter which could be felt but not seen even 
though her neck was thin. The blood pressure 
was 130 mm. systolic and 80 mm. diastolic. 

The electrocardiogram showed a left bun- 
dle-branch block; the basal metabolic rate was 
+28; plasma cholesterol 213 mg. per 100 cc.. 
and the serum protein-bound iodine was 6.8 
pg. per 100 ce. 

The clinical impression was that the small 
goiter was not toxic and that her weight loss 
could be explained on the basis of heart dis- 
ease and anorexia secondary to the cardiac 
therapy. Subsequent events proved this to be 
correct, since with modification of cardiac 
therapy the patient has regained most of her 
weight and signs of hyperthyroidism have 
failed to develop over a period of 10 months. 
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Comment—In patients with heart disease 
and goiter it is imperative to exclude hyper- 
thyroidism for very obvious reasons. The basal 
metabolic rate is falsely elevated by dyspnea 
secondary to heart disease. The protein-bound 
iodine value in these circumstances is far more 
reliable than the basal metabolic rate. 

Case 2—A 40 year old woman with meta- 
static breast carcinoma was admitted to the 
hospital for consideration of oophorectomy 
and adrenalectomy as palliative measures in 
an otherwise hopeless situation. A thyroidec- 
tomy for toxic nodular goiter had been per- 
formed 10 years earlier. The possibility of 
recurrent hyperthyroidism was raised at this 
time because of the finding of an enlarged left 
thyroid remnant, persistent tachycardia, warm 
sweaty skin, increased nervousness and weight 
loss of 30 Ib. The basal metabolic rate on two 
occasions was +35 and +33. The protein- 
bound iodine was 4.0 wg. per 100 ce. 

Comment—A patient with a past history of 
hyperthyroidism and a currently enlarged thy- 
roid remnant must be suspected of having a 
recurrence of thyroid toxicity, particularly if 


clinical findings suggest toxicity. In this pa- 
tient the elevated basal metabolic rate ijdi- 
cated hypermetabolism which could be due 
either to the known metastatic carcinoma or 
to possible recurrent hyperthyroidism. ‘ihe 
protein-bound iodine in the low normal range 
was strong evidence against hyperthyroidism. 
The patient’s death from carcinomatosis two 
months later would seem to support the con- 
clusion that extensive malignant disease was 
the cause of the hypermetabolism. 


Thyroid Status Following Surgery 
or Radioiodine Therapy 


Serial determinations of the basal metabolic 
rate and blood cholesterol are usually sufficient 
to classify the state of thyroid function in most 
patients following operation or I'** therapy. 
Occasionally the basal metabolic rate and the 
cholesterol level are indecisive and borderline. 
Radioiodine uptake determinations are not 
entirely trustworthy because of the frequent 
occurrence of high uptakes in patients who 
are clinically euthyroid.” The protein-bound 
iodine itself may be depressed or elevated tem- 
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FIGURE 1. Recurrent Graves’ 
disease developing five 
years after subtotal thy- 
roidectomy. Diagnosis sus- 
pected on clinical basis, 
proved by serum protein- 
bound iodine and thera- 
peutic trial. 
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POSTOPERATIVE MYXEDEMA 
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FIGURE 2. Postoperative myxe- =" 
dema, persistently normal 
plasma cholesterol levels and _ 
low basal metabolic rates 
were interpreted as hypome- 
tabolism without myxedema. 140 
Low serum protein-bound io- 
dine indicated true myxe- 120 
dema. Response to desiccated 
thyroid verified diagnosis of 
myxedema. BMR. 
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porarily after I'*' therapy, but for the most 
part it correlates well with the clinical im- 
pression.” Evaluation of the patient after I'*! 
treatment is sometimes difficult, particularly 
the determination of whether or not complete 
euthyroidism has been attained. The protein- 
bound iodine test is genuinely helpful in these 
circumstances. 

Case 3—A 31 year old man had a subtotal 
thyroidectomy for Graves’ disease in Febru- 
ary 1951. Basal metabolic rates were obtained 
periodically over the next five years (figure 
1). On March 1, 1956, five years after opera- 
tion, his basal metabolic rate was +7 and 
cholesterol 187 mg. per 100 cc., both tests in- 
dicating apparently normal thyroid state. The 
patient reported that he was feeling well and 
without complaints. On direct questioning, 
however, he admitted that he was always warm 
and had noted a tremor of his hands while 
playing cards. No significant weight loss had 
occurred. Examination revealed a moderately 
enlarged right thyroid remnant which had not 
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been present on previous examinations. The 
skin was warm, the hands trembled, the pulse 
was 80, and the patient was stimulated. The 
serial changes in the basal metabolic rate were 
suggestive but not conclusive; recurrent hyper- 
thyroidism was suspected. The serum protein- 
bound iodine of 11.4 wg. per 100 cc. clearly 
established the diagnosis. Subsequently a 
therapeutic trial with iodine provided addi- 
tional proof of the presence of recurrent hy- 
perthyroidism. The patient later was treated 
with 

Case 4—A 35 year old man had a subtotal 
thyroidectomy for Graves’ disease in May 
1951. Periodic metabolism tests done through- 
out the ensuing five years always gave low 
readings. A diagnosis of mild hypothyroidism 
was entertained on several occasions because 
of vague symptoms of cold sensitivity, dry 
skin and chronic fatigue. Persistently normal 
values for the blood cholesterol (figure 2) led 
to the conclusion that he was euthyroid with a 
normally low basal metabolic rate. On March 
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15, 1956, his basal metabolic rate was —36 and 
the cholesterol 175 mg. per 100 cc. Since this 
was to be the final determination of the basal 
metabolic rate and since the suspicion of 
myxedema persisted in spite of minimal clini- 
cal findings, a protein-bound iodine deter- 
mination was obtained. The result of this test 
was a low reading of 2.8 wg. per 100 cc. A 
therapeutic trial with desiccated thyroid was 
prescribed, starting with 1 gr. and increasing 
to 2 gr. Five months later, the cholesterol level 
was 165 mg. per 100 cc., the protein-bound 
iodine was 8.0 wg. per 100 cc., and the patient 
reported a very positive improvement in 
energy, less sensitivity to cold and noticeable 
smoothness of the skin. The lack of change in 
the level of the blood cholesterol is hard to 
explain, but the change in the protein-bound 
iodine levels and the undeniable improvement 
in the clinical status justify the conclusion 
that he had marginal thyroid function accom- 
panied by partial and mild myxedema. 


It is becoming more and more appaicnt 
that there are degrees of hypothyroidism, \ ar- 
ticularly following thyroid surgery or {'*! 
radiation and also in association with chronic 
thyroiditis.'” We have only recently begun to 
recognize and to accept these lesser degrees 
of thyroid function.'' I'*' and protein-bound 
iodine studies before and after thyrotropic 
(TSH) stimulation of the thyroid gland have 
served to elucidate this syndrome." '” 

Case 5—A 55 year old woman had had a 
subtotal thyroidectomy for Graves’ disease in 
1933. In 1952 the disease recurred and she 
was treated intermittently with iodine, always 
with good temporary response. In November 
1955 she was given a 4 me. dose of radio- 
iodine as definitive treatment. Three months 
later her basal metabolic rate was +4, choles- 
terol value was 177 mg. per 100 cc., and her 
weight had increased 5 lb. The protein-bound 
iodine was 11.0 yg. per 100 cc. Six months 
after I'*' therapy the basal metabolic rate was 
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27, her weight had increased further, and 
the protein-bound iodine had fallen to 9.8 yg. 


per 100 cc. Nine months after I'*' therapy the 
basal metabolic rate was +26, her weight had 
increased another 2 lb. (total gain, 8 lb.), 
and the protein-bound iodine had decreased 
to 8.6 wg. per 100 ce. 

In this patient, serial determinations of the 
protein-bound iodine reflected accurately the 
state of thyroid function (figure 3) and indi- 
cated a steady progress toward the euthyroid 
state, although complete cure has not yet been 
achieved. As long as there is a gradual de- 
cline in the protein-bound iodine level, one 
can afford to wait longer before considering 
re-treatment with 


Thyroid Status in Patients 
Receiving Antithyroid Drugs 
or Desiccated Thyroid 


A large number of patients consulting us 
because of possible thyroid disease have been 
or are receiving thyroid or antithyroid prepa- 
rations. The clinical picture is considerably 
modified by the previous therapy, making 
evaluation of the thyroid state momentarily 
difficult. All tests of thyroid function may be 
needed to clarify the diagnosis. In some cases 
it is necessary to discontinue all medication 
and to observe the patient periodically before 
the exact nature of the thyroid disorder is 
clear. The determination of the protein-bound 
iodine level helps in analyzing these problems. 

Case 6—A 53 year old woman came to the 
Lahey Clinic on July 25, 1955, for treatment 
of “arthritis” of eight months’ duration. She 
had had a goiter for 35 years and a heart mur- 
mur for 28 years. In January 1953 she was 
hospitalized elsewhere because of dyspnea, 
palpitation and ankle edema. She was given 
digitalis and a “thyroid” preparation, both of 
which she continued to take for the ensuing 
two and one-half years. In December 1954, 
pain developed in the elbows, stiffness and 
discomfort in the fingers and, more recently, 
pain and stiffness in the feet and ankles. Re- 
cently she noted puffiness of the eyelids, hoarse- 
ness and sensitivity to cold, although ability 
to perspire remained normal. 

Examination revealed pallor of the skin 
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and mucous membranes, coarse, dry hair, 
edema of the upper and lower eyelids, but a 
normally soft and smooth skin. She was men- 
tally alert and her voice was not particularly 
hoarse. There was a moderately large, bilat- 
eral nodular goiter. The right ankle joint was 
swollen. There were bilateral foot drop, absent 
knee and ankle reflexes, and distal hypesthesia 
of the legs and feet. Arm reflexes were marked- 
ly diminished, especially on the right. Intrin- 
sic atrophy of the interosseus muscles was 
visible. There were ulnar hypesthesia and weak- 
ness of the grip in both hands. A loud systolic 
murmur (without palpable thrill) was heard 
at the base of the heart. The aortic second 
sound was absent. 

Blood counts and erythrocyte sedimenta- 
tion rate were normal. The blood cholesterol 
level was 211 and 214 mg. per 100 cc. At- 
tempts at testing the basal metabolic rate were 
completely unsatisfactory. The serum protein- 
bound iodine was 1.6 wg. per 100 cc. The 
heart was enlarged on roentgen examina- 
tion (16.3/27.8 cm.). The electrocardiogram 
showed inverted T waves in leads I, II and 
V,, diphasic T waves in leads V. to V;, and 
absent R waves in leads V,, V. and V;,. 

Information from the patient’s druggist dis- 
closed the fact that the “thyroid” medication 
she had taken for the previous two and a half 
years was TAPAZOLE®. The diagnosis therefore 
was myxedema secondary to prolonged Tapa- 
zole therapy, diffuse nodular goiter, rheumatic 
heart disease with deformity of the aortic 
valve, and peripheral neuritis, possibly due to 
Tapazole. 

Administration of Tapazole was discon- 
tinued on July 25, 1955, and six weeks later 
the patient was clinically improved. The heart 
had decreased 1.8 cm. in its transverse diame- 
ter (cardiothoracic ratio 14.5/27.3 em.). The 
cholesterol value was 112 mg. per 100 cc. and 
the protein-bound iodine 4.6 wg. per 100 cc. 

Four months after stopping Tapazole the 
patient showed no signs of either myxedema 
or hyperthyroidism. The goiter had decreased 
in size by at least one-half. The peripheral 
neuritis was considerably improved. The pro- 
tein-bound iodine level had increased to 5.8 
pg. per 100 ce. 
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Comment—The clinical picture in this pa- 
tient, although confused by multiple factors, 
was that of myxedema in the presence of a 
goiter. Determination of the basal metabolic 
rate was unsuccessful and the cholesterol was 
in the normal range. The protein-bound iodine 
determination verified the clinical impression. 
It also has been most informative in following 
the restoration of thyroid function and clearly 
placing the patient in the euthyroid range. 
Future observations will be necessary to de- 
termine whether or not the goiter will eventu- 
ally become overactive. 

Case 7—A 65 year old woman gave as her 
chief complaints swelling in the thyroid re- 
gion and dry cough of two months’ duration. 
Twenty-five years before admission she had 
had a thyroidectomy for typical Graves’ dis- 
ease. She had remained free of symptoms ex- 
cept for hypertension during the past 12 years. 
Two months earlier she noted enlargement of 
the thyroid remnants and a dry hacking cough. 
She denied having the usual symptoms asso- 
ciated with hyperthyroidism except nervous- 
ness, a 5 lb. weight loss and easy fatigability. 
On direct questioning she did admit to some 
hoarseness, sensitivity to cold, dryness and 
thinning of the hair, puffiness of eyelids, 
sleepiness and chronic fatigue. She also ad- 
mitted to taking a tablet three times a day 
for the past 10 and a half years for hyperten- 
sion. Information later obtained from her phy- 
sician identified this medication as potassium 
thiocyanate, 0.1 mg. per tablet. 

Examination disclosed general pallor, puffy 
eyelids, husky voice and enlarged, bilateral 
thyroid remnants, each approximately 25 gm. 
The skin was soft and of normal texture. 
Supraclavicular fat pads were prominent. The 
heart rate was slightly rapid (96), and the 
blood pressure was 190 mm. systolic and 100 
mm. diastolic. The lungs were clear. 

The basal metabolic rate was +9, and plas- 
ma cholesterol 201 and 198 mg. per 100 cc. 
The serum protein-bound iodine was 0.6 and 
total serum iodine was 1.8 yg. per 100 cc. The 
heart was slightly enlarged on roentgen ex- 
aminations, the cardiothoracic ratio being 
13.3/25.4 cm. The blood thiocyanate level 
was 9.8 mg. per 100 cc. 
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The diagnosis was thiocyanate goiter .nd 
myxedema. The thiocyanate medication \,as 
discontinued and desiccated thyroid in_ in- 
creasing dosage was prescribed. 

Four weeks later most of the signs of my xe- 
dema had disappeared, the thyroid remnants 
had decreased to approximately 10 gm. on 
each side, the blood thiocyanate level was “a 
trace only,” and the serum protein-bound jio- 
dine was 4.8 ug. per 100 ce. 

Two months after starting desiccated thy- 
roid the patient was entirely free of all symp- 
toms. The thyroid remnants were no longer 
palpable. The plasma cholesterol was 125 mg. 
per 100 cc. 

Comment—A past history of Graves’ dis- 
ease and present findings of enlarging thy- 
roid remnants usually forecast a recurrence of 
Graves’ disease. The conflicting clinical find- 
ings, some of which suggested myxedema, and 
the history of long-term ingestion of medica- 
tion for hypertension indicated potassium thio- 
cyanate as a possible cause of her difficulty. 
The basal metabolic rate and the blood choles- 
terol level were in the normal ranges and 
failed to support the diagnostic impression. 
The elevated blood thiocyanate level and very 
low serum protein-bound iodine level estab- 
lished the diagnosis of thiocyanate goiter and 
myxedema beyond question. 

Observations on thiocyanate myxedema by 
others have disclosed that the basal metabolic 
rate is-not usually as low as it is in spontane- 
ous myxedema nor is the level of the blood 
cholesterol as high, although there are many 
exceptions to this pattern. The serum protein- 
bound iodine, on the other hand, is routinely 
in the myxedema range, and for this reason it 
is a valuable test in this condition.’® 


Hypometabolism Without Myxedema 


The occurrence of a low basal metabolic 
rate in a patient with vague symptoms of 
fatigue, nervousness, tendency to gain weight, 
sensitivity to cold, and other equally nonspe- 
cific complaints raises the question of thyroid 
deficiency of mild degree. The blood choles- 
terol may be in the normal range or in the 
higher borderline range. The level of the serum 
protein-bound iodine is well within the nor- 
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mal range and provides the necessary evi- 
dence to place the patient in the euthyroid 
sphere. This is important from the patient’s 
standpoint, since the administration of desic- 
cated thyroid is followed by little change in 
the basal metabolic rate and practically no 
clinical benefit. The observation recorded by 
Kurland, Hamolsky and Freedberg'* that tri- 
jodothyronine and 1-thyroxin in combination 
relieve these patients of their symptoms re- 
mains to be verified. In any case the finding 
of a normal level of protein-bound iodine is 
at present sufficient proof of a normally func- 
tioning thyroid gland. 

Case 8—A 30 year old man presented him- 
self for evaluation of his thyroid status. Five 
years before, he was started on desiccated thy- 
roid because of fatigue and low basal meta- 
bolic rates (—28 and —30). He took thyroid 
for a full year, then omitted it for the next 
year while in the army. Thyroid medication 
was resumed three years ago because of the 
same complaint of fatigue and several basal 
metabolic rates ranging between —20 and —30. 
The dose was 2 gr. a day. He claimed that he 
was much improved. 

Three months before coming to the clinic 
he had discontinued taking thyroid and ap- 
parently he did not miss it. He denied bloat- 
ing of the face, dryness of the skin and hair, 
voice change, or sensitivity to cold. 

On examination, the patient was tall and 
looked healthy, weighing 235 lb. There were 
no objective signs of myxedema. The heart 
was regular and with good tones. Body hair 
was normal in quantity and texture. 

The basal metabolic rate was —42, pulse 60, 
and blood pressure 116 mm. systolic and 78 
mm. diastolic. The plasma cholesterol was 
180 mg. per 100 cc. The protein-bound iodine 
was 7.0 wg. per 100 cc. 

Comment—-The present basal metabolic 
rate is abnormally low and yet in the past it 
ranged from —20 to —30. The normal level of 
the protein-bound iodine placed him in the 
group of patients with hypometabolism with- 
out myxedema. The 24 hour thyroid uptake 
of I'*' in these patients has been found to be 
in the euthyroid range.'* Administration of 
desiccated thyroid is of doubtful value. 
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Thyroid Function in Patients 
With Thyroiditis 


Patients with chronic thyroiditis frequent- 
ly exhibit the full picture of myxedema. In 
those who are subjected to thyroid surgery, 
even conservative surgery, myxedema will de- 
velop in 50 to 75 per cent.’* The onset of 
myxedema is very gradual and insidious. Dur- 
ing the slow transition stage from normal to 
subnormal thyroid function, the clinical signs 
and symptoms are so indefinite and nonspe- 
cific as to escape the attention of the most 
alert physician. Until the full picture of thy- 
roid failure has appeared, the various tests of 
thyroid function may be in the low normal 
range and therefore not arouse suspicion. In 
particular, the basal metabolic rate and the 
plasma cholesterol very often are likely to 
be uninformative. In such situations the serum 
protein-bound iodine may offer more direct 
evidence of the thyroid’s functioning state. 

Case 9—A 72 year old woman was seen 
at the clinic in the neurologic department be- 
cause of severe pain in her right arm and 
hand, of one week’s duration. The pain came 
on without apparent cause. The neurologist 
considered this to be a peripheral neuritis at- 
tributed to a long-continued and heavy alco- 
holic intake. He referred her to the thyroid 
section because of the presence of a moder- 
ately large goiter. 

Eight years before, a right hemithyroidec- 
tomy had been performed elsewhere for a 
nontoxic goiter. The goiter recurred on the 
opposite side almost at once. She took no 
thyroid or iodine medication and she had no 
symptoms referable to the goiter. She did 
complain of nervousness, insomnia, anorexia 
and hoarseness, but readily explained these 
symptoms as secondary to her drinking. 

Examination showed that the patient was 
elderly; there was an odor of alcohol on her 
breath. The voice was harsh and raspy. The 
eyelids were puffy. The skin was smooth and 
soft. The weight was 107 lb. The heart was 
slightly enlarged and the blood pressure was 
140 mm. systolic and 90 mm. diastolic. The 
thyroid was visibly enlarged in the region of 
the left lobe and isthmus, and stony hard. 
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The plasma cholesterol was 237 and 242 
mg. per 100 cc. The serum protein-bound 
iodine was 1.6 wg. per 100 cc. Roentgenologic 
examination showed that the heart was slight- 
ly enlarged; the trachea was displaced to the 
right. 

The diagnosis was myxedema secondary to 
chronic thyroiditis, and peripheral neuritis 
secondary to alcoholism. The pathologist’s re- 
port was obtained later, and it indicated that 
the thyroid tissue removed eight years earlier 
was typical of chronic thyroiditis. 

Comment—Most of the clinical findings in 
this case could justifiably have been accepted 
as compatible with chronic alcoholism, and 
the cholesterol determination would not have 
aroused any doubts. The presence of the goi- 
ter indicated a need for thyroid function tests, 
and the protein-bound iodine study was se- 
lected as a matter of convenience to the pa- 
tient. The very low level of the protein-bound 
iodine proved the presence of myxedema. 

Case 10—A 40 year old woman complained 
of sore throat and weight loss of 27 lb. over a 
nine week period. The sore throat began sud- 
denly and was accompanied by a slight fever, 
dysphagia, anorexia, nausea and steady weight 
loss. A basal metabolic rate determined early 
in the course of the illness was normal. Chilli- 
ness and low-grade fever continued for eight 
weeks. During the week prior to admission 
most of her symptoms improved except for 
persistent soreness in the right lobe of the 
thyroid. 

Examination showed a small, bilateral, firm 
enlargement of the thyroid which was tender 
in the right lobe. The nose and throat were 
normal; the hands were cool; pulse rate was 
104, and temperature 98.2° F. 

Significant laboratory tests were the eryth- 
rocyte sedimentation rate of 86 mm. per hour. 
serum protein-bound iodine of 13.4 and total 
iodine of 14.8 pg. per 100 cc. Roentgeno- 
grams of the chest and entire gastrointestinal 
tract were negative. 

The diagnosis was subacute thyroiditis in a 
still active phase as indicated by the elevated 
sedimentation rate and protein-bound iodine 
level. A single 75 r x-ray treatment was given 
over the region of the thyroid. 
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One month later the patient was asympio- 
matic; the thyroid was no longer palpabie: 
the pulse rate was 68 and there had been a 
gain of 9 lb. The protein-bound iodine was 
2.0 and total iodine 2.6 wg. per 100 ce. 

Comment—The decrease in the _protein- 
bound iodine level denoted an abatement in 
the active thyroiditis. It also indicated sub- 
normal thyroid function even though signs of 
thyroid deficiency were absent. Further ob- 
servation of the patient will be necessary to 
assess the permanence of the impaired thyroid 
function. Myxedema is not the usual result of 
acute or subacute thyroiditis, but it occurs 
occasionally. Serial determinations of the pro- 
tein-bound iodine levels provided a_ highly 
sensitive index of thyroid function. 


Hyperthyroidism in Nodular Goiters 


The onset of hyperthyroidism in patients 
with nodular goiters is often so insidious that 
it may be overlooked for some time by both 
patient and physician. Since the disease is 
most likely to occur in elderly patients in 
whom there are other unrelated diseases, the 
basal metabolic rate is not always reliable. 
Radioiodine tests give such variable results 
that they too are unreliable. The serum pro- 
tein-bound iodine has proved to be most trust- 
worthy.” *° 

Case 11—A 34 year old woman came to the 
clinic because of a goiter of eight years’ dura- 
tion and weight loss of 25 lb. in the past three 
months. The goiter had been present for eight 
years without change in size. Determinations 
of the basal metabolic rate on seven or eight 
occasions in the past were low (—20 to —30). 
She had been treated for the previous five 
years with 3 gr. of desiccated thyroid daily. 
Three months before admission she stopped 
taking the thyroid because of increased nerv- 
ousness. palpitation, easy fatigability, in- 
creased sweating, crying spells and a loss of 
weight. 

Examination showed a moderately large 
nodular goiter involving mainly the right lobe 
and isthmus. The blood pressure was 120 mm. 
systolic and 80 mm. diastolic; the pulse 104: 
the skin was warm and moist and there was 
slight lid lag. 
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he basal metabolic rate under NEMBUTAL® 
sedation was +9, plasma cholesterol 203 mg. 
per 100 ce.; serum protein-bound iodine 12.6 
and total iodine 13.6 wg. per 100 ce. 

After three weeks of treatment with 300 
mg. of propylthiouracil daily the basal meta- 
bolic rate had decreased to —3, the pulse to 
68, weight had increased 5 lb., and the patient 
was symptomatically much improved. Thy- 
roidectomy was accomplished without compli- 
cation. The pathologist’s report was adenoma- 
tous goiter. 

Comment—-The diagnosis of nodular goi- 
ter with hyperthyroidism was confirmed by 
the high protein-bound iodine level. It was 
further verified by the clinical response to 
propylthiouracil. Both the basal metabolic rate 
and the plasma cholesterol determination were 
misleading. It is interesting that the hyper- 
thyroidism followed a five year period of thy- 
roid ingestion. This sequence has been ob- 
served repeatedly in association with Graves’ 
disease" but the occurrence in nodular goiter 
is most unusual. 


Summary 


A series of case reports has been presented 
to show that selective use of scrum protein- 
bound iodine determination is a valuable aid 
in the management of certain thyroid disor- 
ders. The test is helpful in identifying thyroid 
function in patients with nonthyroid hyper- 
metabolism, hypometabolism without myxe- 
dema, hyperthyroidism associated with nodu- 
lar goiter, and following thyroid surgery, I'*' 
therapy, and administration of antithyroid 
drugs and desiccated thyroid. 

The test has definite weaknesses and blind 
reliance on it is not recommended. Technical 
difficulties in performing the test and certain 
specific limitations tend to detract from its 
value as a routine test of thyroid function. 
The basal metabolic rate and plasma choles- 
terol continue to be the primary methods of 
screening thyroid patients. When these latter 
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tests are inconclusive, the serum _protein- 
bound iodine is then indicated. More detailed 
investigation of thyroid function would call 
for one or more of the I'*' studies which are 
now available. 
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Obesity in Adults 


ROSEMARY MURPHY 


Department of Internal Medicine, Lahey Clinic, Boston 


@sesiry is a “big” 
business. Attractive 
displays of foods in 
stores and persistent 
advertising in maga- 
zines and on radio and 
television contribute to 
the increased consump- 
tion of high caloric 
foods. Simultaneously, 
the development of so- | ROSEMARY MURPHY 
called low calorie or 
calorie-controlled foods and drinks has made 
use of the obese group to build up a multi- 
million dollar business. Beauty salons, physi- 
cal culture institutes, and manufacturers of 
exercise equipment and vibrating machines 
profit from “slimming” aspirations of hun- 
dreds of thousands of persons. The nostrums 
of the drug houses that promise “easy weight 
reduction or your money back” prey on the 
hopes of those who are overweight. Even the 
medical profession must be considered, for it 
is amply supplied with patients, not only those 
who merely want to reduce but also those 
whose illnesses are directly or indirectly re- 
lated to their obesity. 

The difficulty of the problem is reflected in 
the excuses that the obese patient so frequent- 
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ly offers in his own defense: “It runs in my 
family.” “There must be something wrong 
with my glands.” “I need a pill to reduce me.” 
“No diet I’ve ever been given has reduced 
me.” “I’ve seen many doctors and none of 
them has helped me,” and “I don’t eat a thing. 
but I still don’t lose weight.” 

From the medical point of view, the va- 
riety of approaches to the problem reveals the 
confused state of present knowledge. There is 
the glandular approach with the use of thy- 
roid and, sometimes, pituitary preparations. 
often in large amounts. Then there is the ap- 
proach through the dispensing of anoretic 
drugs which are expected to perform miracles. 
There is the dietary approach with prescrip- 
tions of low caloric diets, egg diets, high fat 
diets, high protein diets and even low protein 
diets. And finally, unfortunately. there is the 
“scolding” approach in which the patient is 
implicitly or explicitly accused of “cheating” 
or of “lying” or branded as a “glutton” and 
belittled for “lack of will power.” 

Obviously, we are faced with a disease, ex- 
ceedingly common in occurrence and extreme- 
ly resistant to treatment, that carries an enor- 
mous penalty in physical unattractiveness and 
discomfort, a high incidence of accompany- 
ing illnesses (diabetes, hypertension, chole- 
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lithiasis, ete.), and a higher mortality rate. 
An understanding of the factors that are in- 
volved in the development of obesity should 
provide a more sympathetic approach to the 
obese patient as well as aid in the prevention 
of obesity. 

Basically, the problem of obesity may be 
considered as occurring in two phases, one 
active, the other static. 


Active Phase 


For the development of the active phase of 
obesity, certain factors must be present. There 
must be plenty of food, and there must be 
such a relation between “appetite” and “satie- 
ty” that the energy intake exceeds the energy 
expenditure. Whether heredity plays a role 
and to what extent must be left to future 
studies to determine. The active phase may be 
slow in development and persist over a period 
of many years, or it may occur rapidly and 
be of relatively short duration. 

Slowly developing active phase—This type 
of obesity is quite common. It is exemplified 
by the individual who gains weight, perhaps 
as little as 2 lb. a year or as much as 10 |b. 
a year, throughout adult life. Such an individ- 
ual often reports little or no change in his eat- 
ing habits and yet he gradually increases in 
weight. The factors involved in the develop- 
ment of this type of obesity are presented in 
table 1. 

This is the type to which most of the adult 
population is prone in a greater or lesser de- 
gree. The social role of food as an adjunct 
for successful gatherings and the non-nutritive 
use of food while watching television and 
sports events may become important factors. 
When this is accompanied by a decrease in 
physical activity, which is almost universal, 
the balance of energy is definitely in favor of 
a gain in weight. But even if there is no in- 
crease in food consumption, the decrease in 
basal energy expenditure and the inevitable 
decrease in physical activities will result in a 
continued gain in weight. Prevention of this 
type of obesity involves a gradual decrease 
in food intake with advancing years and an 
effort to overcome the tendency toward a com- 
pletely sedentary existence. 
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TABLE 1 
BALANCE IN SLOWLY DEVELOPING OBESITY 


INTAKE OUTPUT 


Available food Decrease in lean body mass 
with age and decrease in 


basal metabolic rate 


No change in appetite- Labor-saving devices with 
satiety balance decreased physical activities 


“Spectator” eating Automobiles, less walking. 
Sedentary recreational habits, 


movies, bridge, television 


Same (or slightly increased) intakee—>Decreased output 


Rapidly developing active phase—Several 
types of rapidly developing active phases can 
be recognized. First, there is the type associ- 
ated with pregnancy, the so-called maternal 
obesity.’ In this type, the onset occurs during 
pregnancy (usually between the fourth and 
sixth months) or immediately following de- 
livery. The weight may increase 75 to 150 
per cent within 6 to 12 months and is usually 
followed by a static phase. The active phase 
may occur with each pregnancy or with only 
one. In the latter case, it has been said that 
the infant is usually a male.* Heredity may 
play a role, since such patients are twice as 
likely to have had obese mothers as are non- 
obese women and, frequently, they themselves 
were overweight at birth. The increase in 
weight is associated with a ravenous appetite 
and an absence of a feeling of satiety. Pecul- 
iar eating habits and cravings for certain foods 
are common. Physical activity may be dimin- 
ished. The result is a marked distortion of the 
balance between intake and output of energy. 

A second type is found associated with op- 
erations. The onset occurs postoperatively and 
is usually rapid, although often not so rapid 
as in the maternal type. Usually this is asso- 
ciated with an increased food intake for the 
purpose of getting “built up” after the opera- 
tion. Frequently, this is magnified under pres- 
sure from family and friends and facilitated 
by an abundance of gifts of foods. In the past, 
and to some extent at present, a decrease in 
physical activity has also been a factor Ad- 
monitions to be careful not to “overdo” have 
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needlessly restricted the expenditure of ener- 
gy. Even without this conscious motivation to 
eat and to rest, there may be a change in the 
appetite-satiety balance in favor of an in- 
creased intake of food. 

A third type occurs in association with 
emotional trauma. In general, this occurs with 
or following a threat to the self. This threat 
may be to self-esteem, such as a feeling of not 
being loved or needed, a feeling of inade- 
quacy in a job or in a marital relationship, or 
a feeling of being unable to be a part of one’s 
social group. It may be a threat to self-preser- 
vation, for example, following poverty or a 
serious threat to one’s life. It may be a threat 
to self-propagation, for example, death or ill- 
ness of a child, inability to become pregnant 
or even fear of becoming pregnant. The de- 
velopment of obesity here is related to an in- 
creased appetite and a decreased satiety. In 
some instances, a “night-eating pattern” has 
been described.* This is characterized by eve- 
ning hyperphagia, insomnia and morning ano- 
rexia. Depression and a decrease in physical 
activity are often present. If forced to re- 
duce, a patient with this type of problem is 
likely to become irritable and more depressed. 
This is particularly true if the “night-eating 
pattern” is present. Often the symptoms which 
appear with weight reduction are so severe 
that the patient returns to his previous eating 
habits and regains all of the lost weight in a 
short period of time. In an occasional case, 
this phase (a so-called orexia nervosa) may 
alternate with a phase of anorexia nervosa. 

Another type may occur following damage 
to the brain, as in encephalitis, fracture of the 
base of the skull, or subarachnoid hemorrhage, 
or after frontal lobectomy. The onset is usu- 
ally abrupt. A rare manifestation is the Kleine- 
Levin' syndrome, or the syndrome of episodes 
of hypersomnia, bulimia and abnormal men- 
tal states. This syndrome usually follows an 
infectious disease. Some evidence suggests 
that the frontal lobes or the hypothalamus, or 
both, are involved. 

A final type is that which occurs during the 
menopause. It differs from the slowly develop- 
ing active type in that the active phase is 
somewhat more abrupt and more rapidly de- 
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veloped, and in the fact that there may be «s- 
sociated psychologic factors, such as depres- 
sion, feelings of loneliness, a sense of futility 
and of not being needed. Usually an increased 
appetite and decreased satiety, a decrease in 
physical activities, and often an increase in 
the non-nutritive use of food are present. 


Static Phase 


The active phase of obesity is usually fol- 
lowed by a static phase rather than by a re- 
turn of weight to normal. During the static 
period, the weight is maintained, usually with- 
in fairly narrow limits, at the elevated level. 
This may persist for months or years to be 
followed by another active phase and then the 
establishment of another static phase at a 
higher level. Physical activity may be re- 
stricted to varying degrees, but usually the 
appetite is not increased and the food intake 
is not excessive. In fact, the patient frequent- 
ly is speaking the truth when, in this phase, 
he claims that he eats very little food, for the 
caloric needs to maintain this phase may be 
very limited. The eating pattern often is dis- 
torted: Breakfast is commonly avoided, lunch 
may be inadequate, and the evening meal may 
provide the major source of food for the day. 


Experimental Studies in Obesity 


The study of obesity in experimental ani- 
mals, while not necessarily providing informa- 
tion that is directly applicable to man, has cer- 
tainly provided evidence that has lifted the 
problem of obesity out of the moral realm and 
returned it to its proper place, the patho- 
physiologic sphere. 

Four forms of experimental obesity are of 
considerable interest: hypothalamic obesity in 
the rat;” the hereditary obesity-diabetes syn- 
drome in the mouse;* gold thioglucose-induced 
obesity in the mouse,’ and obesity associated 
with radiation-induced adrenotropic tumors 
in the mouse.” 

The first significant conclusion from these 
studies is the multiplicity of origins of obesity. 
The hypothalamic obesity follows electrolytic 
lesions in the ventromedian nuclei of the hy- 
pothalamus; the obesity-diabetes syndrome is 
a disease inherited as a mendelian recessive: 
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the gold thioglucose-induced obesity follows 
the injection of an L.D.;, dose of gold thio- 
glucose; and the adrenotropic type follows the 
development of a pituitary tumor which re- 
sults from irradiation. 

A second conclusion is that the obesities 
are not physiologically identical. Mayer, Zom- 
zely and Furth* emphasized this in their dis- 
tinction between so-called “regulatory” and 
“metabolic” obesity. The distinction between 
these two types is shown in table 2. 

It would be decidedly premature to attempt 
to transfer any specific finding in experimen- 
tal obesity to the human form. On the other 
hand, it would be advantageous to apply the 
general conclusion that obesity may have mul- 
tiple origins with possibly different metabolic 
disturbances. 


Treatment of Obesity 


At the outset, we must frankly face the fact 
that the long-term treatment of obesity—no 
matter what the therapeutic program—is very 
disappointing. It undoubtedly will continue so 
until we have a clearer understanding of the 
metabolic disturbances which lead to an im- 
balance between energy consumption and ex- 
penditure. In the meantime, the problem will 
persist and must be faced with sympathy and 
intelligence. 

The obese patient must be given as much 
attention and thought as any other patient 
with a metabolic problem. To begin with, con- 


TABLE 2 


DistiNcTION BETWEEN REGULATORY AND 
METABOLIC OBESITY 


REGULATORY METABOLIC 


Example Gold thioglucose- Obese-hypergly- 


induced cemic syndrome 


Hypothalamic Adrenotropic 


tumor type 


Lipogenesis from Normal Increased 


acetate 

Body composition Normal Abnormal 
with weight 

reduction 

Body cholesterol Normal Increased 
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siderable time should be devoted to obtain- 
ing an accurate history of the development 
of the obesity, the familial aspects of an over- 
weight tendency and of eating habits, the re- 
sults of previous attempts to reduce and any 
disturbances that may have accompanied such 
attempts, and then any emotional factors that 
preceded or accompanied the development of 
obesity. The patient should be assured that 
the physician understands the difficulty of the 
problem and that lack of success is not to 
be considered a “failure” in the sense of a 
“moral” weakness in the patient. It is well to 
inform the patient at the beginning of the pro- 
gram that weight reduction should proceed 
slowly, perhaps at the rate of 2 to 4 lb. per 
month. He should be advised not to get on 
the scales daily looking for results and, in ad- 
dition, should be warned of the likelihood of 
“plateau periods” which may persist for two 
to four weeks. In this manner, many a patient 
is guided through periods in which he would 
become so discouraged that he would tend to 
give up the program. 

On the whole, it is essential to avoid using 
any thyroid preparation, and probably best to 
avoid anoretic drugs, since such preparations 
tend to divert the attention from the main 
problem and actually, in long-term studies, 
are of little value. 

There has long been a tendency to mini- 
mize the importance of exercise in a weight 
reduction regimen. This has resulted from a 
feeling that exercise tends to increase appe- 
tite and from calculations such as that an in- 
dividual must walk 36 miles to lose 1 lb.° 
Nevertheless, it should be realized that a cer- 
tain degree of exercise added to a sedentary 
existence will cause no increase in appetite. 
While an individual may need to walk 36 
miles to lose 1 lb., by the same token a walk 
of one mile daily will not affect the appetite 
and will be equivalent to a weight loss of 10 
Ib. in one year. 

The diet program for the obese patient has 
always played the major role. Unfortunately, 
too often the sole program has consisted in 
handing a low calorie diet to the patient and 
wishing him “good luck.” The patient looks on 
the diet as a punishment and is likely to file 


469 


i 
| 
| 
| | 
\ | 
| 
| 
| 
| 
| 
| 5 
Sra 
Ww 


it in the wastepaper basket. Rather than em- 
phasizing the diet as a diet, the physician 
should concentrate on correcting the eating 
habits, training the patient to sit at the table 
and to eat three times each day, to eliminate 
from the diet the so-called “empty calories,”'” 
and to include in the diet low calorie, but 
bulky foods, so that the meals are not scanty 
in volume. 

Lastly, the patient must be convinced that 
the doctor realizes that the difficulty of weight 
reduction is not the fault of the patient, but 
of the nature of the patient’s problem. His re- 
lapses must be met with patience and encour- 
agement, and he must never be allowed to 
consider himself a “failure.” 
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Dermatologic Aspects of 


Peripheral Vascular Diseases 


JAMES A. EVANS AND JOHN L. FROMER 


Department of Internal Medicine and Department of 
Allergy and Dermatology, Lahey Clinic, Boston 


Penipuerar vascular diseases with derma- 
tologic aspects fall naturally into these de- 
scriptive groups: erythematous, edematous, 
eczematous, pigmented, nodular, indurative 
and ulcerative. 

Colored illustrations accompany several 
case histories selected to emphasize the vascu- 
lar background of the diseases and practical 
methods of treatment. New therapeutic tools 
are presented including (1) intra-arterial ad- 
ministration of PRISCOLINE® hydrochloride 
for ulcer; (2) anticoagulants for the cellulitis 
of recurrent chronic phlebitis; (3) the tryp- 
sin solvents for the eschar of necrotic ulcers, 
and (4) sympathectomy for ischemic ulcers 
of hypertension, arteriosclerotic ischemic ul- 
cers, and for the ulcers of thromboangiitis 
obliterans. Management also includes the my- 
cin ointments that have been available for the 
last 10 years. In addition, cathode ray ther- 
apy (high-energy electrons) has been success- 
fully employed for the first time to control the 
vascular proliferative lesions of Kaposi’s hem- 
orrhagic sarcoma. An improvement of the 
sponge rubber technic is the use of an anti- 
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biotic powder and sterile powdered GELFOAM®™ 
dressing for stasis ulcers. 


Kaposi’s Hemorrhagic Sarcoma 


A 68 year old white man was first seen at 
the Lahey Clinic on March 16, 1954. Five 
years previously he first had noted brownish- 
purple discrete nodular lesions on the right 
sole. Similar lesions developed on both legs, 
and slowly and progressively increased in size. 
The lesions also appeared on the right hand 
and left forearm. A diagnosis of multiple idio- 
pathic hemorrhagic sarcoma of Kaposi was 
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established by the clinical course and biopsy 
(figure la and b). The lesions on the feet 
ulcerated. Secondary infection resulted, and 
the patient was incapacitated in spite of the 
use of superficial x-rays, steroids, PROGYNON® 
and penicillin. The patient received a course 
of 2.5 million volt electron cathode ray radia- 
tion, which was repeated at periodic intervals 
over a period of 15 months. In addition, he 
received 2 million volt x-rays to some of the 
larger infiltrated lesions. In October 1956, a 
complete resolution of the lesions was ob- 
served and no active lesions were present on 
the lower part of the legs. The patient re- 
turned to work on a full-time basis four months 
after treatment was begun. 

Sixteen additional patients with this dis- 
ease have shown a similar good response to 
combined cathode ray (electrons) and 2 mil- 
lion volt x-ray therapy. 


Necrobiosis Lipoidica Diabeticorum 


A 23 year old woman stated that she had 
had diabetes for eight years. The diabetes was 
controlled, but there was evidence of progres- 
sion of the disease in the form of a severe 
retinitis. In 1953, an erythematous plaque de- 
veloped on the pretibial area of the left leg 
and gradually increased in size (figure 2). 
Three weeks before her initial visit to the 
clinic, an area of central necrosis developed in 
the lesion and a hard crust appeared. The 
diagnosis was necrobiosis lipoidica diabeti- 
corum. 

About 50 per cent of our patients with this 
disease have a personal or family history of 
diabetes. The course of necrobiosis lipoidica 
diabeticorum is exceedingly slow. Although 
spontaneous healing has been known to oc- 
cur, extension of the process is more often 
the rule. Total excision and grafting are ef- 
fective, especially in the early stages of the 
disease. 


Buerger’s Disease 


A 45 year old woman had Buerger’s dis- 
ease, which is rare in the female. She was a 
heavy smoker. She had had Milroy’s disease 
(congenital lymphedema) since girlhood. Dry 
hyperkeratotic skin appearing on the distal 
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pads of the toes finally degenerated into ul: -rs 
which were very painful and prevented skp, 
There was marked rubor on dependency. as 
shown in figure 3. Venous filling time was «e- 
layed, andthe pedal pulses were absent. There 
were good femoral and popliteal pulses; ose il- 
lometric readings were normal below the pop- 
liteal space, but reduced at the ankle. Since 
intra-arterial administration of PRIScOL® 
drochloride caused flushing and relaxation of 
the vessels, it was decided to hasten healing 
with lumbar sympathectomy. Seven weeks a(t- 
er sympathectomy, healing was complete. 


Diabetes and Ischemic Ulcers 


Figure 4a and b shows the ischemic ulcers 
of a diabetic man, aged 69 years. Many com- 
plications were present, and the case is pre- 
sented to illustrate various diagnostic and 
therapeutic measures. The patient had inter- 
mittent claudication. There was marked rubor, 
especially in the right leg. on dependency. 
Since there were no femoral pulses on either 
side, an aortogram was made. This showed an 
aneurysm of the right common iliac artery 
and a block in both iliac arteries. A homony- 
mous arterial graft or intimectomy could not 
be done because the distal vascular supply to 
which the lower end of the graft could be con- 
nected and re-entry of collateral vessels dem- 
onstrated in the aortogram were not adequate. 
Therefore, bilateral sympathectomy was done. 
This did not increase exercise tolerance, how- 
ever, and one and a half years later an is- 
chemic ulcer developed on the back of the 
right leg (figure 4a). At that time, stasis 
edema was present. The illustration shows a 
necrotic crusted ulcer in the upper third of 
the calf and an indolent ulcer in the lower 
third. CHLORESIUM® and sponge rubber pres- 
sure could not be tolerated. Therefore, he was 
hospitalized and a saphenous neurectomy was 
done below the knee. The pain was controlled, 
but there was no significant healing and the 
neurectomy incision failed to heal (figure 4b). 
Stasis edema was corrected with rest and ele- 
vation, together with a low sodium diet and 
administration of mercurial diuretics. Topica! 
use of testosterone propionate (in saline so- 
lution, not oil) stimulated healing. Some im- 
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provement can be attributed to adequate con- 
trol of diabetes with insulin. 

We would like to state parenthetically that 
eight of nine consecutive aglycosuric patients 
with arteriosclerotic peripheral vascular dis- 
ease have been proved to be potential dia- 
betics with high blood sugar levels after meals. 
The ulcers of these patients healed rapidly on 
insulin therapy. 


Stasis Ulcer 


A skin graft was necessary for the stasis 
ulcer shown in figure 5a. Ligation was not 
advisable after venography showed blockade 
of the deep venous system with the saphenous 
vein carrying most of the venous load in the 
thigh. Anticoagulation therapy was started in 
the hospital, and the patient was kept ambula- 
tory with TROMEXAN® therapy for two and a 
half months after skin grafting to prevent re- 
currence of the thrombophlebitis. A photo- 
graph made two years later (figure 5b and c) 
showed the ulcer had remained healed. 


Ischemic Ulcer and Hypertension 


Figure 6 shows an ischemic ulcer associated 
with hypertension. All pedal pulses were pres- 
ent, and there was no evidence of occlusive 
arterial disease or venous stasis. Ulcers seen 
in cases of hypertension are the result of ar- 
teriolar spasm. After two long periods of hos- 
pitalization and treatment with hypotensive 
drugs, the ulcer finally healed. 

Figure 7a shows a more extensive ischemic 
ulcer, present for three years, in the left leg of 
a hypertensive patient. All pedal pulses were 
present and oscillometric readings were nor- 
mal. Splanchnicectomy and sympathectomy 
were done for hypertension. The sympathec- 
tomy was extended to the third lumbar seg- 
ment on the left side so as to partially sym- 
pathectomize the lower portion of the left leg. 
Figure 7b shows progressive healing 10 months 
later. Since no ulcers were present on the right 
leg, the sympathectomy was carried to the 
second lumbar level, which is our routine for 
hypertension. Two years later, however. a se- 
vere ulcer of the same nature developed in the 
nonsympathectomized right leg. This healed 
with bed rest and DIBENZYLINE®, under the 
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care of Dr. David M. Curtis of Hyannis, 
Massachusetts. It was agreed that the results 
obtained with Dibenzyline showed that the 
lower portion of the right leg was not sympa- 
thectomized as was the left leg on which ulcers 
did not recur. 


Phlebitis With Cellulitis, Ulcer 
and Erysipeloid 


A 54 year old man had a history of gout 
successfully controlled with BENEMID®. He 
had had phlebitis of the left leg several years 
ago. Recent trauma to the left calf had re- 
sulted in a flare-up of the phlebitis accom- 
panied by erysipeloid areas on the lower part 
of the left leg. This resulted in increased swell- 
ing, and an area of cellulitis with breakdown 
of a necrotic ulcer occurred (figure 8a and 
b). He was hospitalized; the left leg was ele- 
vated, a low sodium diet was given, mercurial 
diuretics were administered, and anticoagula- 
tion therapy was used for two weeks. The swell- 
ing promptly subsided and the ulcer healed 
rapidly. With subsidence of the swelling and 
cellulitis, there was no need for a venous 
operation. 

An obese eunuch, age 45, had testicular 
atrophy and sterility. Deep thrombophlebitis 
had occurred in both legs 11 years previous- 
ly, with venous stasis, worse in the left leg, 
which resulted in recurrent ulcers for eight 
years. An infrared photograph (figure 9a) 
shows the collateral circulation indicative of 
blockade in the pelvic veins. A venogram of 
the left leg showed no filling of the deep 
veins, and it was considered inadvisable to 
ligate any of the superficial veins. In the last 
few years, ulceration had occurred in the right 
leg (figure 9b). In May 1955, he had recur- 
rent exacerbation of his old phlebitis, result- 
ing in a remarkable inflamed pattern of the 
superficial veins over the left calf and but- 
tock to the top of the lateral part of the left 
thigh (figure 9a). The thigh and upper part 
of the lower portion of the left leg were in- 
durated, swollen and sore. The left calf was 
tender. Stasis eczema and cutaneous fibrosis 
were present in the lower part of the left leg. 
Stasis eczema with ulcer above the right mal- 
leolus improved as a result of treatment with 
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FIGURE la and b. Kayy <i’s 
hemorrhagic sarcoma. 


FicurE 2. Necrobiosis lipoidica 
diabeticorum. 


FIGURE 4a and b. Ischemic ulcers 
associated with diabetes. 7 


FIGURE 5a. Stasis ulcer. b and c. Two years after skin 
grafting, ulcer remains healed. 


FIGURE 6. Ischemic ulcer associated with 
hypertension. 
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ricure 8a and b. Necrotic ulcer associated with 
phlebitis, erysipeloid and cellulitis. 


FIGURE 7a. Extensive ischemic 
ulcer. b. Progressive healing 10 
months later. 


FIGURE 9. Thrombo- 
phlebitis. a. Infrared 
photograph. b. Ulcer. 


FIGURE 10a. Thrombotic ul- 
cers associated with dia- 
betes. b. Healing two months 
later. 


FIGURE lla and b. Thrombotic 


ulcers associated with diabetes. 
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bacitracin ointment. He was hospitalized for 
two and a half weeks, the leg was elevated, a 
low sodium diet (1000 calories) and mer- 
curial diuretics were given, and anticoagula- 
tion therapy was established with Tromexan. 
Bacitracin ointment was applied to the ulcers. 
Streptokinase was used intramuscularly but 
local reactions prohibited its repeated use. 
He also received ACHROMYCIN® because of 
slightly elevated temperature. After dismissal, 
he was kept on anticoagulation therapy and 
remained ambulatory for the next 18 months. 
The ulcers healed, and swelling was well con- 
trolled by elastic stockings. For the first time 
in years, the skin and subcutaneous tissues of 
the legs were soft and pliable to touch. The 
patient plans to return to barbering after being 
unable to follow this trade for 10 years. 


Diabetes and Thrombotic Ulcers 


Figure 10a shows coalescent, endarteritic, 
thrombotic, necrotic ulcers in a 52 year old 
woman who had latent diabetes. These throm- 
hotic ulcers had a six month evolution, were 
very painful and did not heal until the latent 
diabetes was discovered by a sugar tolerance 
test. The patient was aglycosuric. All meas- 
ures of therapy failed, including bed rest, 
bacitracin ointment, streptokinase and ad- 
ministration of Priscol into the femoral artery. 
Improvement began when the hyperglycemia 
was controlled, at which time she was ap- 
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proaching drug addiction. Figure 10b si. ws 
healing at the time of her dismissal from ‘he 
hospital two months after she was first se: 1. 
A diabetic woman, age 70 years, had ¢ nd- 
arteritic, thrombotic, necrotic, coalescing ul- 
cers (figure 1la and b) which had recurred {or 
five years previous to her admission to the 
hospital in 1952. Although varicose veins |iad 
been present for 15 years, the ulcers were not 
the usual type of varicose stasis ulcers. She 
had had numerous vein ligations elsewhere, 
but healing of the ulcers had not occurred. 
The ulcers healed when moist compresses 
were used and the patient was at rest in bed. 
When she was up and around, the areas in 
which ulcers had previously been present be- 
came very dark and purplish, and vesicles 
developed which broke down into new ulcers. 
The arterial circulation was normal. Ambula- 
tory anticoagulation therapy was started and 
continued for a month and a half after her 
dismissal from the hospital. For the next three 
years, small superficial ulcers continually re- 
appeared, but with fair control of diabetes 
they were considerably improved over those 
of the previous five years. In April 1955, 
within a period of four months, severe ulcera- 
tion recurred (figure lle and d). Hospitaliza- 
tion and re-establishment of ambulatory anti- 
coagulation therapy to be continued for a 
year were advised but refused. This patient 
never maintained strict diabetic control. 
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Surgical Treatment of 
Aneurysms of the 


Abdominal Aorta 


DAVID P. BOYD AND CARL C. BARTELS 


Department of Surgery and Department of Internal Medicine, 


Lahey Clinic. Boston 


Tue remarkable results of resection have 
changed the traditional attitude of the physi- 
cian toward aortic aneurysm. Until recent 
years, this diagnosis was almost entirely of 
academic interest, much as in the case of con- 
genital heart disease. The early and persistent 
efforts of Blakemore and King' and others to 
influence the expansion of aneurysms by in- 
trasaccular wiring did not seem to alter the 
prognosis materially. Later, attempts to con- 
fine the wall of the aneurysm and to produce 
induration and fibrosis by the use of cello- 
phane were likewise unrewarding. This meth- 
od was employed by us in about a dozen cases. 
In most of these cases, death resulted from 
rupture of the aneurysm or from the compli- 
cations of arteriosclerosis. 

Carrel,* in 1910, reported his experimental 
observations with resection of the aorta. He 
found that entire segments of veins and ar- 
teries which had been preserved in cold stor- 
age could be transplanted. Of great interest 
is the fact that Carrel was able to restore the 
continuity of the abdominal aorta with a piece 
of rubber sheeting. The complications of 
thrombosis, disruption and infection were so 
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overwhelming, however, that no attempt was 
made to use the operation on a human being. 
Thus, it was not until 1952 that Dubost. Al- 
lary and Oeconomos’ first reported resection 
of an abdominal aortic aneurysm with resto- 
ration of continuity. In the past few years, this 
operation has been performed in a large series 
of cases due chiefly to the work of DeBakey 
and Cooley.* 


Pathology of Abdominal Aneurysm 


Abdominal aneurysms begin rather abrupt- 
ly at a characteristic point just below the renal 
arteries. As a rule, enough of the proximal 
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FIGURE 1. Aortogram showing a relatively small channel. 
A very large aneurysm was found at operation. 


part of the aorta is available for control, and 
in our series of cases it was not necessary to 
sacrifice or transplant a renal artery. It is be- 
cause of this fact and the fact that these aneu- 
rysms may occur in relatively young persons 
that a more aggressive form of treatment has 
met with such wide acceptance. 

The aneurysmal wall varies greatly in thick- 
ness. A thin layer of calcium may be noted. 
One or both common iliac arteries may be in- 
volved, and the aneurysmal process may actu- 
ally extend behind the common iliac arteries 
so that they appear to come off the anterior 
aspect of the aneurysm. 

Dense fixation to neighboring structures is 
characteristic. This is particularly true of the 
inferior vena cava, the left common iliac vein 
and the anterior surface of the bodies of the 
lumbar vertebrae. 

On opening the sac, laminated layers of 
blood clot are often found. Any vessel that 
takes origin from the aorta in the involved 
area is thrombosed, including the inferior 
mesenteric artery. 
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Diagnosis 


Analysis of our cases indicates that the 
most frequent symptom is vague abdominal 
pain. This pain is poorly localized and inay 
be to the right or left of the mid-line or it may 
radiate to the back. Because of this, the pa- 
tients are frequently referred to the gastro- 
enterologist. In the course of examination, 
abnormal calcification of the abdominal aorta 
may be detected. Plain roentgenograms were 
made in 19 cases in our series, and in 17 of 
these cases the diagnosis of aneurysm of the 
abdominal aorta was made on the basis of 
such calcification. Occasionally, a patient may 
complain of pulsation, and, if the aneurysm 
is large, it may be detected by the examiner. 

Aortography may be of value. In 13 of the 
15 cases in which this diagnostic procedure 
was used in our series, it disclosed the pres- 
ence of aneurysm. Although this percentage 
of correct diagnoses appears to be high, it is 
important to emphasize a limitation of this 
diagnostic procedure. The actual size of the 
aneurysm may be indicated not by the con- 
trast medium (figure 1) but rather by the rim 
of calcification. This discrepancy between the 
size of the aneurysm and the size of the chan- 
nel apparent on the roentgenogram is attrib- 
utable to mural thrombus in the sac. 

The diagnosis of abdominal aneurysm 
should be considered in all cases of obscure 
abdominal pain. As in so many clinical con- 
ditions, an important factor in diagnosis is 
consideration of the possibility and frequency 
of this condition. 


Surgical Treatment of Aneurysms 


‘The Matas obliterative procedure, which is 
very useful in the treatment of arteriosclerotic 
aneurysms of the extremities, is not applica- 
ble to the abdominal aorta. Although Bigger’ 
used it in a case of post-traumatic aneurysm 
in 1939, this operation, which depends for its 
success on intrasaccular obliteration, will not 
succeed in cases of aortic aneurysm because 
of the deficiency of collateral circulation. 
Thus, it would appear today that total exci- 
sion is the only effective treatment. 

One of the great problems is the lack of 
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material for grafts in most communities. This 
has led to a search for suitable substitute ma- 
terials. and many have been tried. Our experi- 
ence has been limited to the use of ORLON® 
and nylon, which we have placed in the ab- 
dominal aorta with satisfactory results. 

We prefer to use homografts when avail- 
able. Our technic of sterilization and storage 
is such that we can use grafts obtained from 
individuals who died of nondegenerative dis- 
eases even if infection was present. It is ex- 
tremely important, however, that the graft be 
removed as quickly as possible or that refrig- 
eration of the body be carried out immediate- 
ly after death if removal of the graft is delayed. 

The graft is removed without sterile precau- 
tions. The specimen consists of the entire aorta 
from the valve to just beyond the bifurcation 
of the iliac arteries. Excessive fat and fascia 
are removed but the branches are not tied. 
They are left long to facilitate ligation in the 
operating room. The specimen is washed in 
tap water and divided in two. The line of 
transection is just above the renal arteries. 
The specimen is placed in a polythene bag, 
sealed with heat and placed in a second poly- 
thene bag which is also sealed with heat. The 
specimen is then placed in a deep freezer 
until it is convenient to ship it to the Massa- 
chusetts Institute of Technology to be steri- 
lized. It is shipped, packed in a thermos jug 
of dry ice. At the Institute, the specimen is 
passed under the cathode ray machine on a 
conveyer belt. During the 30 seconds of its 
course under the rays, it receives the equiva- 
lent of almost 2 million r. The graft is then 
returned to the hospital and placed in a deep 
freezer until it is required. Because it thaws 
quickly, it is not removed from the refrigera- 
tor until the aneurysm has been exposed. The 
graft should not be refrozen after it has thawed. 
Credit should go to Meeker and Gross® and to 
Trump of the Massachusetts Institute of Tech- 
nology for developing this technic. 


Technic of Excision 


The abdomen is opened through a left rec- 
tus muscle-splitting incision extending from 
the pubis to the costal margin. The upper end 
of the wound veers medially for maximal ex- 
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FIGURE 2. Early stage of mobilization of sac. Catheters 
placed proximally and distally. Separation of right side 
of aneurysm from the inferior vena cava has been started. 


posure. A thorough exploration of the abdo- 
men is carried out. The size and extent of the 
aneurysm are determined, with special refer- 
ence to fixation to neighboring organs. In ad- 
dition, involvement of the iliac vessels is par- 
ticularly noted. The sigmoid and descending 
colon are permitted to drop to the left of the 
mass, and the small intestine is retracted to 
the right. The posterior parietal peritoneum 
is incised longitudinally over the apex of the 
aneurysm or at any point at which it is loosely 
attached. 

The first objective is to determine the rela- 
tionship of the superior border of the aneu- 
rysm to the renal vessels. This may be achieved 
by dissecting the uppermost part of the jeju- 
num off the aneurysm up to the ligament of 
Treitz, which is divided. The entire small in- 
testine may then be retracted out of the field. 
On dissecting farther upward, the left renal 
vein comes into view. This vein should be 
freed widely, and the spermatic or ovarian 
vein ligated. The renal vein may then be lifted 
upward and anteriorly so that the renal ar- 
teries may be exposed. It is because of the 
relative inaccessibility of these structures that 
the skin and muscle incisions must be length- 
ened up to the xiphoid process. 
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FIGURE 3. Clamp which has been used satisfactorily in 
resection of aneurysm of abdominal aorta. 


After the renal arteries are exposed, a cathe- 
ter may be passed around the aorta (figure 2). 
As a general rule, there will be 0.5 in. or so 
of normal aorta below the left renal artery. 
A clamp, such as is illustrated in figure 3. 
may be placed on the aorta and partially set 
at that point for control. These clamps were 
devised for this purpose. They have a short 
handle, and can be kept entirely out of the 
way throughout the procedure. Clamps with 
teeth or ridging are not used. Ordinarily, the 
right side of the aneurysm is freed first. Fixa- 
tion to the inferior vena cava is very dense 
(figure 4) and requires careful dissection. 
Perforations in the vena cava are closed with 
interrupted sutures of fine silk. As soon as 
convenient, small catheters are placed around 
the common iliac arteries. Dissection of the 
right side of the aneurysm is carried only far 
enough to free the vena cava. The posterior 
surface of the aneurysm, which is usually ad- 
herent to the vertebrae and contains small 
lumbar arteries, is not yet disturbed. Fixation 
on the left side is not so dense, and the most 
important consideration is avoidance of trau- 
ma to the ureter. 

Dissection of the common iliac arteries 
should be carried down beyond their bifurca- 
tion. The only remaining fixation is the pos- 
terior wall of the mass to the left common 
iliac vein and to the anterior surface of the 
bodies of the vertebrae. It is at this point that 
the aorta is cross-clamped. Small bulldog 
clamps are placed on the common iliac ar- 
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teries and Kelly clamps are placed proxim lly 
close to the sac. The iliac arteries are t:an- 
sected, and heparin-saline solution is injected 
into them. The specimen is then lifted upward 
and to the patient’s left, as shown in figure 5, 
This permits separation from the left common 
iliac vein with greater ease and, by exerting 
upward traction on the sac, the lumbar vessels 
can be seen entering the sac from the anterior 
surface of the vertebrae. As soon as two or 
three clamps have been applied to these ves- 
sels, the dissection is stopped and the vessels 
are tied. The dissection is then carried up to 
the more normal aorta at the level of the renal 
arteries. The proximal line of section of the 
aorta should be at least an inch distal to the 
clamp even if this necessitates cutting through 
aneurysmal dilatation. 


J L. RENAL y. 


AORTIC 
ANEURYSM 


FIGURE 4. Dense fixation of aneurysm to vena cava. 


(Figures 3 and 4 from Adams, H. D. and Boyd, D. P.: Surgical treat- 
ment of aortic aneurysm. 8S. Clin. North America 36:619 [June] 1956.) 
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Inasmuch as the basis of the arterial anas- 
tomosis is interrupted everting mattress su- 
tures. these sutures can be placed by tele- 
scoping the proximal end of the graft into the 
overhanging aneurysmal wall. Thus, the anas- 
tomosis can be made extremely close to the 
clamp (figure 6), and the overhanging aneu- 
rysmal wall is still retained for safety. As 
the interrupted everting mattress sutures are 
placed. this overhanging wall may be trim- 
med off. It is often necessary to take up the 
wall of the patient’s aorta by taking larger 
bites because of a discrepancy in size between 
the patient’s aorta and the graft. After the in- 
terrupted sutures have been placed, the everted 
and trimmed cuff of aorta may be oversewn 
with a continuous suture of fine silk broken at 
two or three places. This is the technic that 
we always use for all major arterial anas- 
tomoses, including those in cases of coarcta- 
tion of the aorta, and it has proved to be ex- 
tremely satisfactory. The iliac vessels should 
be reconstituted in a similar manner, and the 
internal iliac arteries should be preserved if 
possible. 

There are one or two additional points con- 
cerning the technic of the procedure. A bilat- 
eral lumbar sympathectomy should be _per- 
formed as soon as feasible. The right chain 
can readily be found by dissecting between 
the vena cava and the psoas muscle and re- 
tracting the former to the left. On the left, the 
sympathetic chain in many instances is ad- 
herent to the undersurface of the aneurysm 
and may actually be lifted up with the sac. 
In other cases, it is found in the usual loca- 
tion on the anterolateral aspect of the verte- 
bral column. 

Tailoring the graft is not so simple as it 
appears. Almost invariably, the graft will be 
cut too long, and, unless great care is taken 
to estimate the size, when the clamps are re- 
moved the grafted aorta will be tortuous. It 
is important to assess this carefully before 
the proximal suture line is placed. 

After the proximal part of the aorta and 
the distal part of the iliac arteries have been 
transected, it will sometimes be necessary to 
remove arteriosclerotic plaques and diseased 
intima. This should be done as thoroughly as 
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FIGURE 5. Mobilization complete; iliac arteries transected: 
sac about to be removed. 


possible without weakening the vessel walls. 
It is of the greatest importance to examine 
the iliac vessels for back bleeding before the 
distal anastomosis is completed. The clamps 
should be removed and the graft permitted to 
fill up with blood from below upward. If back 
flow from either common iliac artery is slug- 
gish or absent, a cardiac catheter should be 
passed down the vessel and suction should be 
applied. It is well to occlude the internal iliac 


FIGURE 6. Posterior row of proximal sutures. 
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FIGURE 7. Completed anastomoses. 


artery when this is being done to be abso- 
lutely certain that the blood flow is coming 
from the lower extremity. 

If pulsation is not present in the external 
iliac arteries close to the groin after all anas- 
tomoses have been completed (figure 7), the 
suture line on the appropriate side is discon- 
nected and the distal portion of the iliac ves- 
sel is again aspirated. Failure to appreciate 
the importance of this step may result in the 
loss of an extremity. In a number of cases, we 
have disconnected the anastomosis and aspi- 
rated clots from the iliofemoral or popliteal 
arteries. If aspiration is not effective in achiev- 
ing back bleeding in instances in which it was 
previously present, the retrograde flushing 
technic described by Olwin, Dye and Julian‘ 
may be used. In two cases, the secondary pro- 
cedure was done the day following the pri- 
mary operation. It can be stated as a princi- 
ple that pulsation must be present distal to 
the iliac anastomoses, that is, at the inguinal 
ligament, before the abdomen is closed. In 
more recent cases we have arranged the drap- 
ing of the patient in such a manner that the 
inguinal region and the common femoral ar- 
teries were exposed so that they could be 
palpated from time to time. It is essential for 
all members of the operating team to have in- 
timate knowledge of the state of the peripheral 
circulation before operation in order to have a 
basis for comparison. Allowance must be made 
for relative hypotension if present. 
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The technic which we have employed for 
ligating the aortic branches of the graft be- 
fore insertion is as follows. The proximal end 
of the graft and one of the common iliac ar- 
teries are grasped with the fingers by an as- 
sistant. A glass bulb syringe is filled with 
saline solution which is injected into the re- 
maining common iliac artery of the graft. 
Even tiny branches of the aorta which other- 
wise would not be visible can be seen by this 
method. All such branches are transfixed with 
fine silk sutures. 

One of the unsettled questions in this opera- 
tion is the time interval during which it is safe 
to cross-clamp the abdominal aorta. In no 
case in our series has damage to the spinal 
cord occurred. Most of the dissection, how- 
ever, is carried out and the graft is completely 
prepared before the aorta is clamped. In addi- 
tion to this, a bilateral lumbar sympathectomy 
is carried out as early in the procedure as pos- 
sible. The researches of Kadyi* on the blood 
supply of the spinal cord are revealing in this 


FIGURE 8. Aortogram showing large aneurysm which rup- 
tured subsequently. 
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TABLE 1 


PREOPERATIVE SYMPTOMS AND RESULTS Gr OPERATION IN 20 Cases OF ANEURYSM OF ABDOMINAL AorRTA 


RESULTS 
PREOPERATIVE SYMPTOMS CASES - . 
Dead | Symptoms present | No symptoms 
| 

None 3 0 | 1 2 
Abdominal pulsation 4 0 | 1 37 
Significant pain 13 5 | 2 6 

Total 20 5 | 4 11 


*One patient who was free of symptoms at the time of his dismissal was known to be alive seven months later, but no 


further information has been obtained. 


connection. Kadyi found that in half of his 
specimens there was no discernible blood sup- 
ply to the cord from the abdominal aorta. In 
all the other specimens in which such a blood 
vessel existed, there was also present a lower 
thoracic vessel to the cord with craniocau- 
dad anastomoses (arteria radicularis magna). 
Thus, sacrifice of this spinal branch of the 
abdominal aorta when it is present is not at- 
tended by neurologic complications.” 


Rupture of Abdominal Aneurysm 


Aneurysms of the abdominal aorta may rup- 
ture directly into the peritoneal cavity. More 
often, however. the initial perforation is pos- 
terior or lateral. Secondary massive rupture 
always follows, but hours, even days, may be 
available for surgical repair. 

A man, age 72 years, was found to have a 
large abdominal aneurysm (figure 8). He had 
had a cerebral thrombosis and was unable to 
articulate properly. He was considered un- 
suitable for operation and was dismissed from 
the hospital. 

The patient was readmitted three months 
later because of severe abdominal and back 
pain. His physical examination on admission 
included a rectal examination during which 
the patient strained and went into a shocklike 
state. His pulse became imperceptible. A mass 
developed in the left lower quadrant, and his 
hematocrit reading was found to be 19. 

At operation, the posterior parietal perito- 
neum was found to be elevated by a blood clot 
which extended almost to the anterior abdomi- 
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nal wall, and dissection of blood had occurred 
into the pelvis, into all the mesenteric arteries 
and into the transverse mesocolon. 

The proximal portion of the aorta was 
found, and what were considered to be the 
renal arteries were identified by palpation. 


TABLE 2 


PosTOPERATIVE COMPLICATIONS 


COMPLICATIONS CASES 


Thrombotic ....... 
Amputation (1) 
Amputation would have been performed 
if patients had lived (2) 
Second operation successful (2) 


Pulmonary ...... 2 
2 
Infection ...... 3 
Abscess of buttock ............ 


Immediate and transient (1) 
Two months after operation (1) 


Obstruction of left ureter ............ 

Hypertensive cerebrovascular disease (?) 

Painful leg ... 


1 
1 
Pancreatitis ........... 
1 
1 


— 


*In one of these cases, the cystitis developed four months 
after operation. 
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The aorta was cross-clamped at once. The 
aneurysm was then removed more or less 
piecemeal. A graft was inserted, and the pa- 
tient made an uneventful recovery. 


Results of Operation 


Up to one year ago, 20 patients had been 
treated by resection and homograft. Five of 
these patients (25 per cent) are dead (table 
1). Eleven patients (55 per cent) do not 
have any symptoms, two (10 per cent) have 
significant pain in the form of claudication, 
and two other patients have mild claudication. 
Only six patients (30 per cent) did not have 
any complications. The complications which 
occurred in the others are listed in table 2. In 
view of the magnitude of the surgical proce- 
dure and the age group involved, this inci- 
dence of complications is not surprising. 


Summary and Conclusions 


Many details remain to be worked out in 
the difficult operation of aneurysmectomy and 
the replacement by homologous graft. Some 
of the difficulties that we have encountered 
and some of the useful parts of the technic 
are presented. In view of the poor prognosis 


and the ineffectiveness of other modes of t/\\er- 
apy, resection should be advised as soon as the 
diagnosis is established. 

It is important to emphasize that rupiure 
is an indication for surgical intervention. Sec- 
ondary perforation and death always follow 
if operation is not undertaken, but many hours 
may be available for surgical repair after the 
initial rupture. 
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Skin Manifestations of 


Drug Allergy 


HARRIET D. JAMES AND JAMES P. STANTON 


Department of Allergy and Dermatology and Department of 
Internal Medicine, Lahey Clinic, Boston 


ly this chemotherapeutic age the use of new 
drugs continues to assume increasing impor- 
tance. The skin is most frequently the first 
clue to drug hypersensitivity,’ but systemic 
manifestations may occur with or without cu- 
taneous changes. Reactions vary from only a 
few skin lesions to involvement of the entire 
cutaneous surface, all mucous membranes, the 
central nervous system, blood-forming organs 
and viscera. Patients may have minor discom- 
fort and recover quickly or may become seri- 
ously ill; fatalities are not infrequent. 
Diagnosis of drug allergy may be difficult 
because of the wide variation in the mor- 
phology of the eruption. Skin manifestations 
due to drugs may mimic any dermatologic en- 
tity. The physician must develop an aware- 
ness of the many sources of drugs and trace 
all possible clues obtained by questioning pa- 
tients suspected of having a drug eruption. 
Drugs enter the body by various means—in- 
gestion. instillation, injection, inhalation and 
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HARRIET D. JAMES JAMES P. STANTON 
by contact with the skin and mucous mem- 
branes. Sprays, preservatives, chemical fumes. 
industrial dusts, patent remedies, laxatives or 
antacids may be responsible for the sensitiza- 
tion and resultant skin lesions.” 


Terminology 


It must be emphasized that some drug reac- 
tions are not allergic in nature. A drug is any 
therapeutic agent used in the prevention, al- 
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ricure Morbilliform eruption 
(novobiocin). 


FIGURE 2. Exfoliative dermati- 
tis (gold). 


FIGURE 3. Erythema multi- 
forme (penicillin). 


FIGURE 4. Erythema nodosum 
(penicillin). 


3 
‘ — 
: «| ; 
2 
é 


FIGURE 5. Nonthrombopenic purpura (pheno- FIGURE 6. Pustular eruption (bromides). 
barbital). 


FIGURE 7. Vesicular eruption it 
(potassium iodide). 


FIGURE 8. Erythematous erup- 
tion (sulfadiazine). 
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leviation or cure of disease. It has a specific 
pharmacologic action, and most individuals 
who receive it show this expected physiologic 
effect. In some patients the ordinary dose of 
a drug may produce exaggeration of its phar- 
macologic effect, demonstrating intolerance to 
the substance. This represents a quantitative 
variation unrelated to the allergic mechanism. 
Heavy metals may exemplify drug toxicity, 
and Rostenberg and Webster* pointed out that 
a drug may interfere with a given enzyme sys- 
tem or may compete with the system for a 
component. They quoted Thompson: “Pyru- 
vate oxidase enzyme system is one of the es- 
sential enzyme components of skin cells and 
its inhibition by compounds of gold, mercury 
and arsenic affords a metabolic explanation of 
the skin lesions produced by these substances.” 

The term allergy or hypersensitivity was 
introduced by von Pirquet in 1906 and is de- 
scribed as a state of altered tissue reactivity. 
It involves the interaction of an antibody and 
a specifically or chemically related antigen. 
Sensitization results from a previous exposure 
to a given substance. This is an acquired phe- 
nomenon whereas the capacity to become sen- 
sitized may be inherited.* The true allergic 
drug reaction is thus the result of second or 
subsequent exposures to the drug which act 
as an antigen. Many drugs are chemically re- 
lated and a person may become sensitized to 
the entire molecule or just one of the mo- 
lecular components. If an individual becomes 
allergic to a drug it is possible that cross sen- 
sitization to a chemically related drug may 
result. This cross reaction may occur with sul- 
fonamides and local anesthetic agents (pro- 
caine, TUTOCAINE® and Anti- 
gens are not always proteins. Landsteiner‘ 
has shown that nonprotein, relatively simple 
chemical compounds termed haptens may be- 
come antigenic by combining with a body pro- 
tein to form a conjugate or complete antigen. 
This behavior of many sensitizing drugs ac- 
counts for the failure of skin tests (scratch 
and intradermal) to be of any value in estab- 
lishing the diagnosis of drug allergy. 

Many of the immediate severe or even fatal 
allergic reactions in man are similar to ana- 
phylaxis which may be produced in experi- 
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mental animals. Anaphylaxis (without pro. 
tection) is initiated in a laboratory ar mal 
after sensitization to a foreign protein. Fol- 
lowing the first injection of the foreign pro- 
tein an incubation period of five to seven ays 
is necessary to produce sensitization. A sec- 
ond injection of the same protein resulis in 
anaphylactic shock and in some cases death 
of the animal. Similar experiences have been 
reported as anaphylactoid reactions in human 
beings, the symptoms being pruritus, urticaria, 
angioneurotic edema, dyspnea and shock as a 
result of vascular collapse. Anaphylactic anti- 
bodies are circulating and thus may be trans- 
ferred passively.* The pathologic process is 
found primarily in smooth muscle and capil- 
laries. Autopsy reports indicate that exuda- 
tive changes are seen—edema, swelling of 
collagen fibrils and in some cases degeneration 
and fibrinoid necrosis of collagen. There is 
hypertrophy of smooth muscle with thicken- 
ing of the basement membrane.° Penicillin, 
mercury, iodides in the form of opaque media, 
DECHOLIN® and BROMSULPHALEIN® are some 
important causes of anaphylactoid reactions. 

The allergic response to a drug may re- 
semble serum sickness. Lymphadenopathy, ar- 
thralgia, fever and an urticarial or a morbilli- 
form eruption characterize this response. The 
symptoms appear 8 to 14 days after the first 
dose of the drug. Anaphylaxis differs from 
serum sickness in that the latter reaction may 
follow a single dose of the antigen. Antibodies 
are formed and are present in sufficient 
amounts to react with the antigen which has 
persisted in the patient’s circulation. Penicil- 
lin, sulfonamides and streptomycin frequently 
precipitate this clinical picture. 

Although variations in the types of drug 
reactions are marked, certain morphologic pat- 
terns are more commonly seen. Eczematous 
contact dermatitis has assumed a leading role 
in drug sensitization, and many therapeutic 
agents, when applied to the skin, may result 
in sensitization. This has been true particu- 
larly of penicillin and sulfonamides when ad- 
ministered as topical agents.” Erythema, ve- 
siculation and crusting are early changes. 
Patch tests are of definite value in establish- 
ing the diagnosis but they must be applied 
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correctly and the results interpreted intelli- 
gently. An eczematous response may result 
from the ingestion or injection of a drug that 
previously elicited sensitization by external 
contact of the same substance. Further discus- 
sion of contact drug allergy is beyond the 
scope of this paper but its importance must 
be stressed. 

Urticaria is encountered as a whealing type 
of eruption and is often due to drugs. The 
wheals may be small or large and represent 
localized edema as a result of increased capil- 
lary permeability, the reaction occurring in 
the deeper blood vessels of the skin. If the 
swelling is marked, such as that involving the 
hands, feet, lips, tongue or eyelids, the diag- 
nosis is angioneurotic edema. Occasionally 
the larynx becomes involved in such a process 
and the patient’s life may be in jeopardy; in 
certain instances a tracheotomy is required. 
Penicillin, salicylates, bromides, sulfonamides, 
barbiturates and quinine commonly produce 
this type of reaction. 

Exanthematous eruptions include a group 
of erythematous, scarlatiniform and morbilli- 
form (figure 1) lesions that may be accom- 
panied by pruritus. Barbiturates lead the list 
of offenders, but sulfonamides, gold, iodides, 
salicylates and penicillin may be responsible 
for these cutaneous changes. 

Exfoliative dermatitis (figure 2) is char- 
acterized by generalized erythroderma with 
extensive scaling, edema, itching and hyper- 
esthesia. The hair and nails may be shed and 
secondary infection is common. The condi- 
tion presents itself as a serious dermatologic 
entity and may persist for months or years 
even though all drugs have been omitted. Ar- 
senicals, gold, barbiturates, mercurials, peni- 
cillin, antimalarials, phenylbutazone and sul- 
fonamides have precipitated this reaction. 

Erythema multiforme (figure 3) is an erup- 
tion with a variety of dermatologic lesions 
which are symmetric and appear in crops. 
Most frequently one sees the iris or target 
lesion with its concentric rings of different 
colors. Polymorphic changes are noted and 
appear as macules, papules, bullae, nodules 
and urticaria. Mucous membrane involvement 
is common. Stevens-Johnson syndrome is a 
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serious and occasionally fatal type of erythema 
multiforme in which ulcerative lesions involve 
all mucous membranes and extensive bullae 
cover the integument. Salicylates and other 
coal tar derivatives, penicillin, sulfonamides, 
gold, bromides and streptomycin have been 
found to be responsible for this varied der- 
matologic picture. 

In instances of fixed drug eruption, the 
lesions reappear at the site of a previous erup- 
tion when the drug is administered again. 
Erythema and edema are the first manifesta- 
tions. Plaques of hyperpigmentation may fol- 
low and remain for months, the increased pig- 
ment being due to a deposit of melanin in 
the basal layer of epidermis. Phenolphthalein 
leads the list of offenders but also included are 
barbiturates, arsenicals, quinine, iodides, mer- 
curials, sulfonamides and antipyrine. 

Erythema nodosum (figure 4) may be due 
to drugs and is a symmetric eruption of pain- 
ful, firm, red, subcutaneous nodules on the pre- 
tibial surface of the legs and also on the arms 
and buttocks. Fever, malaise and arthralgia 
accompany the cutaneous lesions, the latter 
coming in crops. Ulceration never occurs. 
Sulfonamides, iodides and penicillin may com- 
monly produce this condition. 

Purpuric eruptions (figure 5) may be the 
result of drug hypersensitivity. Vascular dam- 
age results in the extravasation of red blood 
cells into the skin, and petechiae constitute 
the small superficial lesions that vary in color 
from red to brown or yellow depending on the 
length of time the condition has been present. 
There may or may not be an accompanying 
thrombocytopenia. Sulfonamides, gold and 
barbiturates are common etiologic factors. 

In this day of widespread use of drugs of 
all kinds, maximal pharmacologic effect with 
freedom from toxic and allergic reactions is 
the goal. Penicillin is the chief offender among 
medicinal agents in frequency, diversity and 
severity of sensitivities which it induces." 
This drug is so important because of the enor- 
mous quantities administered today. It has 
replaced foreign sera as the commonest cause 
of fatal anaphylactic shock'® and is also re- 
sponsible for the growing number of deaths 
resulting from irreversible vascular allergy 
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(periarteritis nodosa). Anaphylactoid reac- 
tions to penicillin usually occur in cases of 
patients who have shown previous sensitivity 
to the drug or have an allergic background. 
Skin tests occasionally are of value in pre- 
venting this serious reaction. Manifestations 
resembling serum sickness are the most com- 
mon of the morphologic types of reactions to 
penicillin. Mild reactions only inconvenience 
the patient to a degree, but an avoidable 
death, especially of an otherwise healthy per- 
son, cannot be viewed in the same light. In an 
effort to avert such tragedies we wish to pre- 
sent a few principles that the physician can 
follow. Because of the vast scope of this sub- 
ject the antibiotics will serve as illustrations, 
and of course the most widely incriminated 
antibiotic is penicillin. 


The Patient’s History 


Certain information requires emphasis in 
evaluating the history. A personal or family 
history of hay fever or asthma should arouse 
suspicion of potential drug allergy. The inci- 
dence of sensitivity to drugs may be 2 to 10 
times higher among persons with allergic his- 
tories than in the general population." 

The physician should attempt to ascertain 
what drugs the patient has taken previously. 
Patients often forget past treatment and un- 
knowingly mislead the physician. It is there- 
fore necessary to continue repeated interroga- 
tion in some cases to determine the significant 
facts. Questions regarding skin lesions such 
as purpura, hives and blisters or any unusual 
reaction following the administration of a 
drug should be stressed. 

The patient’s occupation may offer a clue 
to the diagnosis. Many persons (nurses, hos- 
pital attendants, pharmacists and manufactur- 
ers of drugs) may have become sensitized to 
a drug even though it was never administered 
as a therapeutic agent. Streptomycin is par- 
ticularly likely to act as a sensitizer. 


Drug Eruption 


Several considerations should be kept in 
mind in establishing a diagnosis of an erup- 
tion presumed to be allergic. Dermal mani- 
festations must be distinguished from exacer- 
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bations of pre-existing skin diseases sucii as 
atopic dermatitis, seborrheic dermatitis and 
furunculosis. Recognition of the type and /oca- 
tion of the lesions may exclude such exac«-rba- 
tions from consideration. 

A drug eruption usually appears within 10 
days (ranging from 5 to 21)*''° and subsides 
relatively promptly when administration of 
the drug is stopped. Both of these points may 
be of aid when correlated with the appearance 
of the eruption. 

Such associated findings as eosinophilia, 
agranulocytosis, hemolytic anemia and gastro- 
intestinal symptoms, although not all strictly 
allergic in origin, do tend to indict a drug as 
the causative agent. A drug that has produced 
a specific skin eruption may not always cause 
the same lesions on subsequent administra- 
tion.” Penicillin that has caused urticaria may 
result in exfoliative dermatitis on readminis- 
tration. Fever is a common accompaniment, if 
not the predecessor, of a skin eruption. 

The side effects of certain drugs may be 
responsible for skin lesions in the mouth or 
anogenital region. Pellagrous dermatitis due 
to penicillin has been reported by Morris.’ 
Prompt clinical response was noted after the 
administration of nicotinic acid. There is no 
allergic mechanism in these cases. The broad- 
spectrum antibiotics may promote the devel- 
opment of secondary monilial infections by 
creating a different bacterial flora in the gas- 
trointestinal tract. 

Immediate reactions may occur to any drug. 
Proteins are more potent sensitizers but crys- 
talloid drugs may be responsible for the sud- 
den onset of symptoms. If there is a negative 
history for a specific drug, the reaction may 
be due to cross sensitization. The exposure 
to the drug may have a subtle source such as 
tooth paste, milk, certain vaccines, or medical 
syringes contaminated with a minute amount 
of the drug.’*:'* The more severe the drug re- 
action, the more immediately it will appear. 
It is unlikely that an anaphylactoid reaction 
will occur after 20 minutes. 


Skin Tests 


Skin tests are of limited value in the diag- 
nosis of drug allergy.*'” They have proved 
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helpful in detecting cases of anaphylactoid or 
serum sickness reactions.” In this group the 
skin test (scratch or intradermal) is of the im- 
mediate type and the antigen is usually pro- 
tein in nature. Tests to crystalloid drugs sel- 
dom give reliable information. Dermographic 
persons may have false positive reactions and 
are not candidates for tests. Aminophylline 
and antihistamines negate the validity of skin 
tests and these medications should be discon- 
tinued 24 hours before such tests. Cortisone is 
a notable exception since it does not alter im- 
mediate wheal skin reactions."' 

Technic—The scratch test is done by mak- 
ing an abrasion ' in. long through the epider- 
mis. The liquid test solution is then applied to 
the scratch. A control test with the diluent or 
saline is necessary for comparison. A positive 
reaction is characterized by a wheal, erythema 
and pruritus occurring within 15 minutes. The 
intradermal test is done if the scratch method 
fails to give a reaction. It is performed by in- 
jecting 0.02 cc. of the solution intradermally. 
A control is done and the test is evaluated as 
already outlined. 

The following concentrations of antibiotic 
test solutions are employed: penicillin, 10,000 
units per cubic centimeter; streptomycin, 1 
gm. in 10 cc. normal saline solution, and each 
of the following in 0.25 per cent solution in 
normal saline: chloramphenicol, chlortetra- 
cycline, oxytetracycline and tetracycline. 

Patch tests are of value in patients who 
have become sensitized by a contact allergen. 
The reaction is of the delayed type showing 
erythema and vesiculation and is read in 48 
hours. An eczematous contact-type eruption 
is possible if a drug that has sensitized on 
topical application is later administered par- 
enterally. Positive skin tests are significant 
but a negative test does not rule out sensitivity 
to the drug." 


Prophylaxis 


Avoidance of sensitivity—Indications for 
the use of drugs should be clear-cut. Medica- 
tions that may sensitize readily should not be 
given on an empiric basis. Too frequently, 
antibiotics or other drugs are prescribed for 
minor ailments and the risk of sensitization 
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outweighs the beneficial effects of the drug." 

Substitution—In choosing a drug to replace 
one to which a patient has reacted unfavora- 
bly, it is necessary to avoid those of similar 
chemical structure because of the possibility 
of cross sensitivity reactions.""**"*:'* For ex- 
ample, a person known to be sensitive to 
AUREOMYCIN® may exhibit urticaria after the 
administration of TERRAMYCIN®, presumably 
due to the tetracycline nucleus which is com- 
mon to both.'® When possible, one should re- 
place a drug of protein structure with a crys- 
talloid. If penicillin has caused an eruption, 
a suitable sulfonamide preparation may suffice. 

Route of administration—Topical applica- 
tion of a drug enhances the danger of sensi- 
tization. Troches, nose drops, ointments and 
lotions containing certain antibiotics, sulfo- 
namides, benzocaine, NUPERCAINE® and anti- 
histamines are active sensitizing agents and 
should be used with extreme caution. Oral 
administration of a drug affords the least pos- 
sibility of allergic reactions. 

The degree or incidence of sensitivity to in- 
jectable drugs lies between those of the topi- 
cal and oral methods of administration. The 
crystalline form of penicillin is preferred to 
the repository. The drawbacks to the latter are 
antigenicity of the menstruum, synergistic ef- 
fect of two drugs, prolonged liberation of an- 
tigen in the patient in whom an allergic reac- 
tion develops,'* and confusion as to which 
drug is responsible for the reaction. The arm 
is a suitable site for injections because if any 
reaction occurs a tourniquet may be applied 
and epinephrine administered. Since most 
serious reactions occur within the first 20 
minutes the patient should remain under close 
observation until this time has elapsed. 

Manner of administration—Regardless of 
the manner in which a drug is given, certain 
factors should govern its use. The drug with 
the most specificity and least toxicity, as de- 
termined by bacteriologic methods and clini- 
cal knowledge, should be chosen unless the 
patient is known to be allergic to it. When the 
need for a course of treatment has been set- 
tled, daily or closely spaced doses should be 
given in amounts large enough to be effective. 
The clinical results should govern the dura- 
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tion of treatment.'” Scattered or intermittent 
doses or courses of therapy have a higher rate 
of sensitization. Antihistamines may be incor- 
porated with a drug to avert minor allergic 
reactions such as urticaria, but this method 
will not alter the more serious major anaphy- 
lactoid responses. Sheldon and colleagues'* 
reported the same incidence of severe or de- 
layed reactions to penicillin with and without 
added antihistamines. 


Diagnosis 


Certain criteria are significant in attempt- 
ing to establish the diagnosis of drug allergy. 
We already have emphasized that many types 
of skin eruptions may result from the use of 
drugs. One must be alert to this possibility and 
try to obtain a positive drug history. When 
the medication is stopped the eruption usual- 
ly shows signs of subsiding. There are excep- 
tions, however, such as some cases of urticaria, 
exfoliative dermatitis and fixed drug erup- 
tions, which may continue for many months 
after omission of the drug. Readministration 
of the offending drug may provide proof of 
the etiologic agent if the eruption recurs, but 
this procedure is associated with certain risks 
and is performed only if final proof of drug 
sensitization is imperative. It must be stressed 
that skin tests are of diagnostic value only in 
anaphylactoid sensitivity and eczematous con- 
tact eruptions.” 


Treatment 


Therapy of allergic reactions depends on 
the type of response that is experienced. The 
drug should be stopped and antiallergic meas- 
ures instituted. 

The most serious complication is the ana- 
phylactoid reaction. An adequate airway must 
be maintained and measures to combat shock 
instituted. If the drug is injected into the arm 
a tourniquet is applied above the site of in- 
jection and 0.3 cc. of epinephrine, 1:1000, is 
given. Cortisone, 100 mg. given intravenous- 
ly, may be lifesaving,”’ and a bronchospasm 
may be combated by administering amino- 
phylline intravenously. Antihistamines such as 
BENADRYL™ and CHLOR-TRIMETON® are help- 
ful and may be given either intramuscularly 
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or intravenously. As a means of promoting 
elimination of the drug, 5 per cent dextrose 
in water is administered intravenously. 

The management of the cutaneous symp- 
toms depends on their type. In urticaria and 
angioneurotic edema, antihistamines are in- 
dicated. Pruritic, vesicular, pustular, exfolia- 
tive and papular eruptions require topical 
therapy which includes baths, wet dressings, 
lotions, pastes and ointments. It may also be 
necessary to combine oral and parenteral with 
topical treatment. 

If, because of an urgent situation, it is vital 
to continue the administration of a drug to 
which a patient has become sensitized, it is 
possible to prepare the patient with ACTH or 
cortisone and continue this medication during 
and even beyond the time the essential drug 
is given.'”*” This plan of treatment is de- 
pendent on the extreme need for the specific 
drug and the type of reaction that has occur- 
red previously. 

A review of 83 cases of drug allergy at the 
Lahey Clinic revealed that barbiturates were 
the etiologic agent in 40 per cent and penicil- 
lin accounted for 24 per cent of the group. 


Summary 


The skin is frequently the first clue to drug 
hypersensitivity, and many types of skin erup- 
tions may result. Cross reactions to chemically 
related drugs are frequent. In establishing the 
diagnosis of allergy to drugs, the history is 
emphasized. Skin tests are of limited value. 
Anaphylactoid reactions are serious and every 
effort should be made to prevent them. If they 
do occur, treatment must be instituted prompt- 
ly. ACTH and cortisone are valuable thera- 
peutic agents in dealing with drug allergy. 
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In one of his well-known addresses, Wilfred Trotter, that sage, philoso- 
pher and surgeon, discussed the relative roles of reason and observation in 
medicine, and stressed the necessity of a due mixture of both and the evils 
of either when not balanced by its natural complement. Today, perhaps, 
observation is in the saddle, but not always with both its feet in the stirrups 
of reason, and the frequent and misguided reiteration of John Hunter's 
famous question to the young Jenner, “Why think, why not try the experi- 
ment?” that we encounter in Hunterian addresses and articles on medical 
history, has become a foolish and tiresome cliché. We cannot think that 
Hunter wished to imply an antithesis between these two activities, yet some 
of the platitudinous quoters of his historic remark write as though they 
believed that to make an experiment would relieve Jenner from the obliga- 
tion of thinking: from the iron necessity of sound intellectual method. Per- 
haps Harvey’s brief comment upon his own labours, that they were the fruit 
of “reason and experiment,” though now forgotten by us, was an aphorism 


far better worth preserving. 


Sir Francis Walshe, Medicine in the framework of the university, 
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Management of Peptic Ulcer 


JOHN R. ROSS AND SARA M. JORDAN 


Department of Gastroenterology, Lahey Clinic. Boston 


Tue problems involved in the etiology, diag- 
nosis and treatment of peptic ulcer have en- 
gaged the interest of investigators and clini- 
cians for several decades. Many aspects of 
these problems are, however, still obscure or 
controversial and provide subjects of lively 
discussion. Ulcer therapy, dependent as it is 
logically on etiology and accurate diagnosis, 
varies, therefore, in both its medical and sur- 
gical forms. The following discussion is based 
on a review of these aspects of the disease. 


Etiology 


Recent developments which have grown out 
of research concerning the etiology of peptic 
ulcer have as their background a long-stand- 
ing and active controversy concerning the ma- 
jor factors that influence the occurrence and 
recurrence of peptic ulcer, these factors being 
acid, spasm and circulatory disturbances. Al- 
though most gastroenterologists agree that 
these factors occur in the presence of ulcer, 
the chief source of disagreement lies in their 
relation to the etiology of ulcer and also in 
the matter of whether they precede or oc- 
cur with the development of ulcer. One group 
comprises the protagonists of the acid (hydro- 
chloric acid) concept of ulcer production. 
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Others champion smooth muscle spasm as the 
initial phase in the development of ulcer. A 
third concept visualizes a more nebulous re- 
lationship to local circulatory disturbances, 
and in all of these concepts the clinically rec- 
ognized neurogenic or constitutional factor is 
generally conceded to be a basic factor. 
The identification of the gastrin influence 
elaborated by the antral mucous membrane 
and its ulcerogenic potentiality independent 
of vagus innervation is an important develop- 
ment in the humoral concept. It affords an ex- 
planation for recurrent ulceration that may oc- 
cur after ¥agotomy or gastric resection with 
exclusion in which a cuff of antral mucosa may 
have been left behind. Further research dem- 
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onstrates that the vagus nerve mediates the 
cephalic phase of gastric secretion of hydro- 
chloric acid. More recently, work has been 
done to outline a relationship of the adrenal 
cortex, anterior pituitary body, hypothalamus 
and corticohypothalamic pathways to the oc- 
currence of peptic ulcer. 

Although much light has been shed on these 
problems by the investigative work of the last 
half century, the problem of etiology still is to 
a large degree complicated and obscure. 


Diagnosis 


A cyclic recurrence of discomfort, usually 
upper abdominal, which is ameliorated by 
food or alkali, remains as a cardinal indication 
of peptic ulcer. It may be said of ulcer as of 
many other diseases that variability of symp- 
toms is characteristic. The location of the le- 
sion, whether it be esophageal, gastric, duo- 
denal or jejunal, or whether it appears on the 
anterior or posterior wall of the viscus, deter- 
mines the somatic segment to which symp- 
toms are referred. The degree of penetration 
of the lesion determines the extent and se- 
verity of symptoms. The pancreas is a very 
frequently involved organ adjacent to a pos- 
teriorly perforating peptic ulcer, and the diag- 
nosis in some cases is extremely difficult from 
both subjective symptoms and objective find- 
ings. Symptoms may be so bizarre as to sug- 
gest involvement with primary disease of some 
other system, and not infrequently the label 
of psychoneurosis has been applied to some 
of the patients before radiographic study of 
the upper part of the gastrointestinal tract has 
revealed the lesion. In some instances, the 
roentgenologic picture, because of the marked 
inflammatory reaction about the deeply im- 
bedded ulcer, may suggest malignant ulcera- 
tion, and the benign nature may be discover- 
ed only by microscopic examination of the 
lesion. 

In some cases of esophageal or gastric ulcer. 
endoscopic and cytologic procedures are most 
useful adjunctive aids in differentiating be- 
tween benign and malignant disease. Generally 
speaking, in cell studies it is important for the 
clinician not to rely too heavily on this one 
finding unless the microscopic report discloses 
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tumor cells. In such cases, this finding is, of 
course, reliable, and one is justified under 
these circumstances in proceeding with defini- 
tive therapy. Negative information, particu- 
larly as it applies to the probability of benign 
lesions in the stomach, must be considered 
with healthy skepticism until sufficient time 
{one to four weeks) under conditions of rigid 
medical control and radiographic evaluation 
proves conclusively that healing has taken 
place. Careful scrutiny must be given the pa- 
tients through periodic roentgenologic ex- 
aminations for a year after healing has been 
judged complete. 

The quantitative estimation of free hydro- 
chloric acid secretion is especially helpful in 
determining the effectiveness of neutralization 
measures in the management of peptic ulcer. 
Although gastric secretion of hydrochloric 
acid cannot be determined quantitatively by 
tubeless technic, this method gives promise 
of helping to establish relatively easily the 
presence of a histamine achlorhydria, a factor 
of significance in the consideration of peptic 
ulcer. Benign gastric ulcer with achlorhydria 
has been reported but rarely. The prognos- 
tic implications of the discovery of achlor- 
hydria as a screening procedure may be most 
important when it is realized that cancer of 
the stomach occurs more frequently in the 
achlorhydric group than in the general popu- 
lation with normal acid secretory activity. 


Complications 


There are three major complications of pep- 


tic ulcer that require vigilance prophylactical- 
ly and demand urgent hospital therapy with 
the closest degree of cooperation of the gastro- 
enterologic, radiologic and surgical divisions. 
They are (1) massive bleeding, (2) obstruc- 
tion and (3) perforation. To these may be 
added a fourth and often a difficult problem 
that may be regarded as a postsurgical com- 
plication. This is the marginal or jejunal ulcer 
that occurs in our experience in less than 5 
per cent of the patients who are submitted to 
operation for peptic ulcer. A fifth complica- 
tion, which is by no means as dramatic or as 
acute as those previously listed but which in 
many respects is far more difficult to manage, 
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is the calloused or intractable peptic ulcer. In 
some instances, it is undoubtedly the patient 
who is intractable and not his disease. For the 
intractable patient, satisfactory results may be 
attained by patience and ingenuity in the more 
receptive individuals, while in a few cases no 
insight can be developed regardless of the 
medical approach used. 


Therapy 


The medical management of all forms of 
uncomplicated peptic ulcer follows a similar 
pattern of generally accepted principles. Rest, 
the cardinal principle of therapy which ap- 
plies to most illness, is especially applicable 
to care of the patient with an active peptic 
ulcer. The patients should ideally be put to 
bed during the active phase of the illness. 
Some modification of the original Sippy prin- 
ciple of a progressive soft-solid dietary sched- 
ule at two hour intervals, combined with light 
cream or milk between meals (90 cc. per feed- 
ing), is good standard procedure and provides 
a smooth, nutritious, nonirritating regimen. 
With progress of healing, the diet may be ad- 
vanced to include meat and puréed vegetables, 
the meat to consist of beef, poultry, lamb or 
nonoily fish. Raw fruits are omitted, as are 
salads and high residue foods. Cooked fruits 
may be used. No fried food, cold food. cold 
beverage or carbonated beverage is allowed. 
All meat is broiled or roasted, and beverages 
are served at room temperature, warm or hot. 
Alcoholic beverages are omitted during the 
phase of ulcer activity and for several months 
after healing has been effected, and, if used 
later, dilution with water and great modera- 
tion are prescribed. 

Antispasmodic and sedative mixtures and, 
more recently, anticholinergic drugs are defi- 
nitely helpful in some instances, but the latter 
are contraindicated in the presence of stenotic 
lesions and should not be prescribed without 
careful supervision. Tranquilizing prepara- 
tions in selected cases also assist in reducing 
gastric motility and secretion. Hourly admin- 
istration of neutralizing agents in liquid form, 
such as the nonrebounding amphoteric alu- 
minum hydroxide preparations, or the rela- 
tively insoluble carbonates, is indicated on a 
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24 hour basis. This should be analyzed for 
quantitative effect on hydrochloric se. 
cretion by periodic gastric analysis so that 
the schedule may be appropriately libera’ized 
under conditions of clinical and radiologic 
improvement. 

We have found that the tendency to con- 
stipation when using the aluminum hydroxide 
preparations can be relieved by small rectal 
instillations of warm mineral oil (90 cc.) as 
retention enemas at night. The situation can 
further be ameliorated by the use of diluted 
orange juice made of equal parts orange juice 
and hot water. This is given in 1 oz. quanti- 
ties hourly for six hours, beginning when the 
patient awakens. It is obvious from these de- 
tails that most effective results will be obtained 
under hospital supervision. A high degree of 
skill and training in these methods by the 
nursing personnel is also invaluable to the pa- 
tient and physician. 

We believe that tobacco in any form is a 
major deterrent to successful management of 
the ulcer problem in the inactive as well as the 
active phase of the disease. Some of the most 
intractable patients smoke heavily, and relief 
will not occur until smoking is stopped com- 
pletely. All patients with this illness are strong- 
ly urged to discontinue smoking permanently, 
When a clear understanding regarding the im- 
portance of this factor has been gained by the 
patient, we have not found his decision or, in 
fact, his cessation of smoking to be damaging 
to his psyche or nervous system. 

All patients with peptic ulcer should be re- 
examined roentgenologically at frequent inter- 
vals until the ulcer crater has disappeared. 
This may be supplemented by esophageal la- 
vage and cell diagnosis in the case of a healing 
esophageal ulcer, and by gastric lavage and 
abrasive cell study in cases of gastric ulcer. 
Esophagoscopy and gastroscopy are employed 
with benefit in selected cases in the assess- 
ment of healing. Stool examinations for occult 
blood should be continued until evidence of 
bleeding has disappeared. In the presence of 
esophageal ulcer, elevation of the head of the 
patient’s bed from 4 to 6 in. will promote 
caudal gravitational flow of gastric secretions. 
thereby reducing to a minimum the esophageal 
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irritation as a result of regurgitation of gastric 
juice. All eructation should be suppressed for 
similar reasons. If stricture should appear aft- 
er healing has occurred, careful and periodic 
bougienage may be necessary. 

We believe that gastric ulcer is a medical 
disease and should be treated with greatest 
respect and intensively as soon as the diag- 
nosis is made. The criteria which we have 
utilized in determining when operation is in- 
dicated in cases of gastric ulcer are as follows: 
(1) when healing has been incomplete and 
residual defect remains at the ulcer site. (2) 
when gross or occult bleeding cannot be con- 
trolled, (3) when the ulcer recurs, indicating 
there is sufficient evidence of continued irri- 
tating instability to justify gastric resection, 
and (4) when the summation of the gastro- 
enterologist’s clinical judgment indicates that 
conservative management is no longer satis- 
factory and operation should be undertaken. 
Unnecessary operation should be avoided in 
order to preserve intact when possible the 
normal gastrointestinal physiology. 

Of paramount importance to the success 
of ulcer therapy is the careful evaluation of 
the patient’s philosophy, his emotional behav- 
ior and maturity, and the conflicts and ten- 
sions that may arise out of his domestic and 
occupational environments. Any activity that 
induces excessive fatigue, heavy physical exer- 
cise, and work that requires reaching, stretch- 
ing or heavy lifting are hazardous to the main- 
tenance of a healed state, especially in an ulcer 
in which hemorrhage has occurred. Daytime 
work which permits regularity in eating and 
sleeping habits is most desirable for satisfac- 
tory results. 

Management of the major complications— 
When free perforation occurs, rapid surgical 
repair is necessary and, usually because of 
shock, this should be the extent of surgical 
treatment at this time. The patients often re- 
quire gastric resection later owing to the long 
and intractable nature of their illness. 

The first requisite to the management of 
massive bleeding from gastroduodenal ulcera- 
tion is the replacement of blood. It is our prac- 
tice during the bleeding phase to omit every- 
thing by mouth and to supply all electrolyte 
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and fluid requirements parenterally. Adminis- 
tration of sodium LUMINAL® intragluteally ev- 
ery six hours around the clock provides release 
from apprehension and helps to maintain in- 
activity, thereby assisting nature in its effort = 
to seal off the bleeding vessel. Oxygen is sup- ii esi 
plied by means of an oxygen tent if air hunger ie 
occurs. Hourly blood pressure readings are 
recorded, and frequent hemoglobin determina- 
tions are made. If the pulse rate rises above 
100 or the systolic blood pressure falls below 
100 mm., or if the hemoglobin falls below 9 
gm., there is danger of impending shock, and 
blood must be given promptly to avert disas- 
ter. Surgical exploration in order to ligate the 
bleeding artery may be necessary at any time 
under these conditions. 

When bleeding has been successfully con- 
trolled medically, the procedure for manage- 
ment is similar to that in uncomplicated cases. 
If further bleeding does not occur within the 
course of a year, there is adequate reason for oe 
continued conservative management. If the ve « 
bleeding process becomes more frequent or c 
persistent, a decision regarding two other 
therapeutic alternatives is considered. X-ray 
therapy may be attempted with the hope that, 
by producing an anacidity, greater opportuni- 
ty for firm healing may be afforded. Surgical 
intervention may be mandatory depending on 


the extent of the hemorrhage and the urgency an 
of the situation. Gastric resection, with re- é 
moval of at least 70 per cent of the stomach, oie 


ligation of the bleeding vessel and vagotomy, 
is probably the procedure of choice if condi- 
tions permit. 

When severe pyloric obstruction due to duo- 
denal or channel ulcer occurs, it is quite ap- 
parent clinically from symptoms and objec- 
tive findings. A loud succussion splash can be 
demonstrated clinically as a result of the re- ae 
tention of large amounts of fluid in a dilated, 
obstructed stomach, and this is associated with ‘ 
the history of progressively increasing emesis ee 
and often loss of weight. When a roentgeno- 
gram made three hours after ingestion of a . 2 
barium meal shows 50 per cent or more gas- 
tric retention of barium due to obstruction, 
this is almost certain proof that surgical relief 
will be necessary, and, when gastric residue is 


497 


i 


visible on a 24 hour barium roentgenogram, 
operation is inevitable. 

When the evidence of obstruction is not so 
clear-cut, and it is possible that medical trial 
may reduce the inflammatory reaction suff- 
ciently to allow adequate passage of food 
through the pylorus, a method of clinical 
evaluation inaugurated by Wilkinson’ has 
proved most helpful. A Levin tube is inserted 
intranasally into the stomach. Ninety cubic 
centimeters of noncurded (malted) milk made 
with water is given at hourly intervals. Follow- 
ing each feeding. the Levin tube is clamped 
for half an hour and left unclamped the suc- 
ceeding half hour. The 24 hour drainage is 
recorded, and if, during a two or three day 
period of observation, each 24 hour total drain- 
age recovered attains or exceeds 20 0z., ob- 
struction is considered to be too severe to war- 
rant further medical therapy. If under the 
above conditions the drainage is less than 20 
oz. per 24 hour period, indicating release 
from obstruction, further medical trial with 
subsequent x-ray evaluation should be con- 
sidered and is probably feasible. 

Before concluding this section, a word about 
the management of the complicated ulcer in 
the older and physically fragile group of pa- 
tients should be mentioned. We all recognize 
that age is merely an indication of chronologic 
fact and does not necessarily parallel the bio- 
logic fact in every person. We also, happily, 


frequently encounter the exceedingly smooth 
convalescence from operation in the elderly 
individual so that age per se is not a criterion 
for opposition to operation. In the critically 
ill elderly patient, however, who does noi tol- 
era’e surgical shock as well as the more robust 
patient, the least traumatizing surgical proce- 
dure is indicated. We believe that gastroen- 
terostomy with vagotomy is the procedure of 
choice when operation is necessary in this 
group of patients. 


Summary 


An outline of the current concepts of the 
etiology of peptic ulcer and their relationships 
to the long-standing theories of its etiology and 
pathogenesis has been presented. Diagnostic 
procedures and the importance of differenti- 
ating between benign and malignant disease 
in ulcerating lesions of the upper part of the 
gastrointestinal tract have been emphasized. 
Our approach to the management of uncom- 
plicated peptic ulcer and its major complica- 
tions has been described. Of especial impor- 
tance is the careful assessment of the patient’s 
philosophic and emotional patterns and _ his 
work and play habits, and for best results in 
maintaining ulcer healing these habits must 
be adjusted to the best possible degree. 


REFERENCE 
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SCIENTIFIC EXHIBIT 


Carcinoma of Colon and Rectum 


RICHARD B. CATTELL AND NEIL W. SWINTON 


Lahey Clinic, Boston 


Per cent AGE AND SEX DISTRIBUTION 
| Sex 
30+ Females ... .42% (378 cases) 
58% (523 cases) 
20+ 
104 


Age 21-30 31-40 41-50 51-60 61-70 71-80 81-90 


CASES 18 54 153 298 252 117 9 
Per cent 

80 

LOCATION OF LESION 


a 
Left colon Transverse | Right colon Cecum 


Rectosigmoid 
Rectum colon 
Anus 
Cases 702 44 87 30 38 
PHYSICAL FINDINGS 


Diagnosis 


SYMPTOMS 


PATIENTS PER CENT 
RECTOSIGMOID - RECTUM- ANUS 


(Average duration seven months) 


RECTAL BLEEDING 


Palpable mass ......... 390 55.6 
ee 702 100.0 ALTERATION IN BOWEL FUNCTION 
ABDOMINAL PAIN 

COLON 
199 29.6 © One or more of these symptoms were 
found in 98 per cent of all patients 
X-ray 199 100.0 with colon or rectal carcinoma. 
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Multiple benign mucosal 
polyps and adenocarcinoma. 


Carcinoma of rectum. Benign mucosal 
polyps. 


Pseudopolyposis of chronic 
ulcerative colitis. 


Normal colon. 
Decubitus technic— 
combined barium and 
air contrast study. 


Benign polyp of colon— 
air contrast technic. 


q 
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Operative 
Technic 


Right Hemicolectomy 


Barium enema—carcinoma of Air contrast technic— 
cecum. carcinoma of cecum. 


_TRANSV. COLON 


Resection of right colon. 


Ligation of blood supply right colon. 


CECUM 


| 
AAS 
\\ 
Anastomosis ileum and transverse colon. 
GOLON ws == 


Carcinoma of sigmoid. 


- 
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SIGMOID 


Anterior Resection 


Ligation of blood 
supply and bowel for 
anterior resection. 


| 
Anterior resection, 
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Anastomosis rectum and 


right colon. 


Carcinoma of sigmoid. 
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Incision left parietal 
peritoneum and exposure 
of left ureter. 


Incision right parietal 
peritoneum. Ligation of 
inferior mesenteric artery. 


Mi ha Ss % 
LIGATION OF INF. MES. 
ARTERY 
Ligation of lateral ligaments and ' 
middle hemorrhoidal vessels. 


Abdomi 
inoperineal Resection 
MANS, //7 Wy, (Bak \ 
ANY 


/ 


a. Closure of anus. b. Beginning 
WE \ excision of rectal segment. 


I] | 
mM 


PROSTATE Y 
Division of levator muscle completing a 
excision of the rectal segment. a 


Large benign villose polyp of rectum. 
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Results and Mortality Factors 


CANCER OF COLON AND RECTUM 
LAHEY CLINIC 1945-1949 INCLUSIVE 


NUMBER PER CENT 

Patients treated’......... 901 

Operability rate ........ 901 100 
Resectability........... 837 93 
891 99 
Survival rate........... 386 43 


*150 additional patients seen— primary treatment elsewhere 
8 additional patients seen— refused treatment at Lahey Clinic 


TYPE OF OPERATION 


CANCER OF THE RECTOSIGMOID, 


nae RECTUM AND ANUS CANCER OF THE COLON 
702 CASES 199 CASES 
100 
80 
604 
40+ 
207 
Miles Anterior | Other Primary | Mikulicz | Other 
Resection Resection | rovely vsed) 
Cases 590 69 43 101 67 31 
OPERATIVE MORTALITY 
DEATHS 
Cases Number Per cent 
Rectosigmoid, rectum and anus 702 43 6.1 
Left colon 44 2 4.5 
Tranverse colon 87 3 3.4 
Right colon and cecum 68 3 4.4 


Totals 901 51 5.6 
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CAUSES OF DEATH 
@ PRIMARY CAUSE 

Coronary sclerotic heart disease ............... 3 
Postoperative hemorrhage ............. 1 
Pneumonia (right upper lobe) ................. 1 
Intestinal obstruction, unrelieved .............. 1 
Transfusion reaction - renal failure ............. 1 
51 

@ CONTRIBUTORY FACTORS 
Intestinal obstruction (or ileus) ................ 17 
Electrolyte and fluid imbalance ............... 10 


END RESULTS 
PALLIATIVE RESECTIONS 168 


Per cent = 
ess than 
= 2 years 
307 
36 per cent 
207 f More 7 2 years “i 
Died, years after Q-] 1-2 6 4-5 5+ 
operation 

Number of patients 65 43 29 9 8 14 


END RESULTS 


‘a INVOLVEMENT TOTAL SERIES FIVE YEAR SURVIVAL 
Lymph node Blood vessel Number Per cent Number Per cent 
0 412 45.7 254 61.6 
194 21.5 59 30.4 
+ + 126 14.0 33 26.1 
0 + 95 10.5 40 42.1 


Total cases with nodal or 


vessel involvement, or both 415 46.1 132 31.8 


Absolute five year survival of entire series (901) 386 or 43 per cent. 
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Some Problems Relating to 
Malignant Lymphomas 


JOHN W. NORCROSS, DONAT P. CYR, 


MAGNUS I. SMEDAL, DAVID O. JOHNSTON 
AND JOHN L. TULLIS* 


Department of Internal Medicine and Department 


of Radiology, Lahey Clinic, Boston 


the exact eti- 
ology of the lympho- 
mas continues to be a 
matter of some contro- 
versy, there is no doubt 
that they represent a 
common problem to the 
physician, sometimes 
challenging his diag- 
nostic acumen and often 
defying his therapeu- | JOHN W. NORCROSS 
tic ability. 

Rather than discuss the more usual and 
well-appreciated aspects of the lymphomas, it 
is the purpose in this paper to consider some 
of the problems arising in this group of re- 
lated diseases, particularly from the standpoint 
of pathology, diagnosis and treatment. 


Histogenesis and Pathology 


In considering the subject of primary neo- 
plasms of lymphatic tissue, it is important to 
recall the cellular composition and growth 


*Department of Pathology, New England Deaconess Hospital, Boston, 
Massachusetts. 
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potentialities of normal lymphatic tissue. Lym- 


phocytes are normally produced by matura- 


tion of younger forms called lymphoblasts 
(hemocytoblasts). The lymphoblast popula- 
tion is maintained almost entirely by mitotic 
division of these cells, but an additional source 
of supply is available by the process of differ- 
entiation of primitive reticular cells which 
form part of the stroma of organized lymphatic 
tissue. As Maximow and Bloom! have shown 
so convingingly, both lymphoblasts and primi- 
tive reticular cells are multipotential and are 


capable of differentiating in several ways. Nor- 
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mally lymphocytes and monocytes, and prob- 
ably plasmacytes, develop in an orderly man- 
ner from the lymphoblasts and the reticular 
cells. In the neoplastic state the orderly pro- 
duction and differentiation of the cell popula- 
tion are altered in the direction of overpro- 
duction, maturation arrest and anaplasia. All 
of these abnormalities are not necessarily 
present in any one mass of neoplastic tissue. 
The variability in extent of involvement and 
in tumor cell types, however, is an outstand- 
ing feature of neoplasms of lymphatic tissue. 
Since the multipotential character of the cells 
of the lymphatic tissue is known, it is not 
surprising that neoplasia of these cells pro- 
duces both monomorphic and pleomorphic 
cellular responses depending on the degree of 
differentiation achieved.” 

Although lymphatic tissue is widely dis- 
tributed throughout the body, it is chiefly 
concentrated in the lymph nodes, spleen, thy- 
mus, bone marrow, gastrointestinal mucosa 
and in the pulmonary alveolar septa. It may 
conceivably arise de novo anywhere that 
primitive mesenchyme is located or that trans- 
ported lymphoblasts find lodgment in tissue 
with suitable nutrient requirements. Thus, al- 
though it is true that lymphoid tumors may 
occur in solitary foci, the usual distribution 
tends to be widespread from the onset and to 
become generalized during the course of the 
disease. 

In our laboratory primary neoplasms of 
lymphatic tissue are called malignant lym- 
phomas. Since all true lymphomas are malig- 
nant. the sole virtue of using the qualifying 
adjective in the diagnosis is to avoid uncer- 
tainty in interpreting the explicit nature of the 


May 1957 


disease. It is clear from the preceding discus- 
sion that the cytologic manifestations of the 
lymphomas are many and varied. Lymphoma 
cells have a common origin in the mesenchy- 
mal derivatives in lymphatic tissue, but they 
differ widely in the degree and type of dif- 
ferentiation they undergo. It is customary to 
subdivide lymphomas into groups on the basis 
of their predominant tumor cell types. The 
pathologic classification that we use is pre- 
sented in table 1. 

Subdivision to this extent is justifiable in 
that a guarded clinical prognosis and the se- 
lection of the best therapeutic approach are 
determined in part by the degree of cellular 
differentiation of the lymphomas. Warren'® 
has explained why further subdivision and a 
more complex classification of lymphomas are 
neither useful nor desirable. It cannot be over- 
emphasized that the diagnosis made by the 
pathologist is based on the interpretation of 
the disease processes present in the tissue sub- 
mitted to him for study. How the body as a 


TABLE 1 


PavHoLocic CLASSIFICATION OF MALIGNANT LYMPHOMAS 


TAXONOMY OF 
HISTOLOGIC VARIANTS 


PREDOMINANT 
CELL TYPES 


Macrofollicular lymphoma All lymphoid elements with 
abnormal follicular pattern 
Malignant lymphocytoma 
Chronic lymphatic 
leukemia* 


Lymphocytes 


Lymphosarcoma 
Acute lymphatic 
leukemia* 


Lymphoblasts 


Reticulum cell sarcoma Primitive reticular cells 


Monocytic leukemia* 
Hodgkin’s disease 


Pleomorphism—anaplasia 
Mycosis fungoides? 


(including Reed-Sternberg 
cells) 


Plasmacytoma 
Plasmacytic leukemia* 


Plasmacytes 


*Blood stream manifestation. 
*Skin manifestation. 


Note: All variants other than macrofollicular lymphoma 
are characterized by partial or total tumor replacement 
of follicles. The capsule and soft tissues surrounding the 
tumor mass are usually invaded by tumor cells. 
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whole is responding is a matter for clinical 
observation and judgment. In dealing with 
the lymphomas it is particularly important to 
keep this in mind. The morphologic charac- 
teristics of the several variants of lymphoma 
are well known and the diagnostic criteria 
have been elaborated.'® The disease response, 
however, is not always clear-cut. Not only do 
the several subgroups merge into one another 
but, at times, the well-differentiated macro- 
follicular lymphoma may be difficult to dis- 
tinguish from benign hyperplasia,'' while re- 
ticulum cell sarcoma and Hodgkin’s disease 
may be confused with undifferentiated carci- 
noma. Special staining of the microscopic 
preparations is frequently helpful, but some- 
times it is necessary to study additional biop- 
sy material before the diagnosis can be made 
with certainty. Indeed, on occasion, definitive 
diagnosis may depend on the performance of 
an autopsy. 


Problems in Diagnosis 


The statistics of Sugarbaker and Craver'* 
in 1940 and the analysis of Jackson and Park- 
er'*'* in 1945 have directed emphasis to the 
fact that in a high percentage of cases of lym- 
phoma, the initial site of disease is in the struc- 
tures of the head and neck, either nodal or 
extranodal. In other cases the primary focus 
is in the axillae or groins. In about 60 per 
cent of cases the first manifestation is an en- 
larged node, palpable by the physician and 
readily available for histologic study. Early 
diagnosis should therefore be possible in these 
cases if one adheres to the dogma that any 
enlarged node that cannot be explained by the 
presence of a local inflammatory lesion should 
be biopsied. Early biopsy and early diagnosis, 
making possible early and aggressive treat- 
ment of the lymphomas, are the aim and ideal 
of the physician. 

Since lymphoid tissue is widespread through- 
out the body, the distribution of initial foci 
of malignant lymphoid diseases can occur in 
almost any tissue or organ of the body. The 
presenting manifestations are infinitely varied, 
but as a rule the presence of a mass can be 
detected by either palpation or appropriate 
x-ray studies. The problem of diagnosis is 
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FIGURE 1. Hodgkin’s disease of the cerebrum as demon- 
strated by ventriculography. 


then solved by surgical removal or biopsy of 
the mass. 

In any lymphoma clinic or diagnostic cen- 
ter, however, one sees many cases that do not 
conform to the general rule. The difficulties 
encountered in making an early diagnosis 
stem from three main facts: (1) Early biopsy 
is not always diagnostic; (2) the primary fo- 
cus may be in an unusual site and therefore 
easily overlooked, and (3) patients may pre- 
sent with systemic symptoms without palpable 
glands. 

Early biopsy—not always diagnostic—A 
single node biopsy does not always establish 
the diagnosis of lymphoma. Such pathologic re- 
ports as “atypical hyperplasia of lymph node” 
or “nonspecific lymphadenitis” or “chronic 
inflammatory node” should not discourage one 
from taking additional biopsies. If the clinical 
picture or the course of the disease is such as 
to lead the clinician to suspect a lymphoma, 
multiple biopsies sometimes must be perform- 
ed to obtain a diagnosis of lymphoma. The 
following cases illustrate this. 
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FIGURE 2. Hodgkin’s dis- 
ease. a. Extensive medias- 
tinal involvement (1951); 
b. pulmonary parenchymal 
involvement (1956). 


Case 1—This man was first seen in May 
1948 complaining of blockage of the nose and 
ears. Examination revealed a large mass of 
lymphoid tissue in the nasopharynx and sev- 
eral discrete 1 cm. nodes in the neck and left 
axilla. A cervical node biopsy showed simple 
hyperplasia. The mass in the nasopharynx was 
then removed, and the histologic study of the 
tissue showed atypical hyperplasia. Later an 
enlarging mass in the right submandibular 
region was biopsied and reported as reticulum 
cell sarcoma. 

Case 2—When this 32 year old woman was 
first examined in April 1950, she had a firm, 
irregular, fixed conglomeration of nodes in 
the right supraclavicular triangle. Over the 
center of the mass there was a small area of 
fluctuation and erythema of the overlying 
skin. Acid-fast bacilli could not be demon- 
strated in aspirated purulent material. A biop- 
sy of the mass showed chronic nonspecific in- 
flammation and fibrosis. When guinea pig and 
culture studies were later reported as nega- 
tive, the mass was again biopsied and a posi- 
tive diagnosis of Hodgkin’s disease was then 
established. 

Case 3—This patient had been ill for 14 
months before admission. His symptoms be- 
gan with severe epigastric pain extending up- 
ward under the sternum and into the left 
shoulder and arm after the ingestion of alco- 
hol. Eleven months before admission a cervi- 


May 1957 


cal mass had been biopsied and reported as 
showing chronic granulation tissue and dense 
fibrous tissue with foci of necrosis. A second 
biopsy five months later showed chronically 
inflamed fibroadipose tissue. The admission 
examination showed a 5 cm. mass of nodes in 
the right axilla, a biopsy of which established 
the diagnosis of Hodgkin’s disease. 

Unusual sites of primary focus—We have 
seen lymphomas of various types present as 
initial lesions in the brain, spinal cord. thy- 
roid, breast, lungs, bone, stomach, small bow- 
el, colon, rectum and skin. Admittedly, some 
of these sites are more common secondary 
nidi of lymphomas; however, as a group these 
cases form an important aggregate of diag- 
nostic problems. (Figures 1, 2 and 3.) 

As a corollary to the statement that lym- 
phoid tissue is widespread throughout the 
body, it must be emphasized that whenever a 
tumor mass is palpated or found radiological- 
ly in any deep-seated organ, a careful survey 
of the superficial lymph node-bearing areas 
should precede a direct surgical approach to 
the mass itself. The finding of an enlarged 
node easily amenable to biopsy may thus save 
the patient a major surgical procedure. 

The following group of cases will illustrate 
some of these problems. 

Case 4—A 39 year old woman complained 
of headache and loss of vision. Her symptoms 
had begun six months previously. The neuro- 
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FIGURE 3. Hodgkin’s disease involving bone. 


logic examination suggested a tumor in the 
left frontal lobe. This was substantiated by 
ventriculography and verified by surgery. The 
histologic study showed Hodgkin’s disease. 

Case 5—On admission the patient stated 
that he had noted a painless lump in his neck 
five weeks previously. There was a large ir- 
regular mass in the right lobe of the thyroid 
gland. At operation this lobe was enlarged to 
four times its normal size. The mass was ad- 
herent to the sternothyroid muscle and ex- 
tended deep into the superior mediastinum. 
The pathologic report was lymphosarcoma of 
the thyroid gland. 

Case 6—This 13 year old boy was first 
seen in October 1946, complaining of cough 
and vomiting of four months’ duration. Two 
months before admission he had expectorated 
a large quantity of pus. Roentgenograms at 
that time showed an abscess in the lower lobe 
of the right lung. Roentgen studies on admis- 
sion showed a homogenous density over the 
lower two-thirds of the right side of the chest 
and a fusiform narrowing of the right main 
bronchus. The mediastinum appeared clear. 
There was no peripheral lymphadenopathy. 
Smear and culture studies were negative for 
tubercle bacilli. At bronchoscopy a bulging 
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area was noted on the medial wall of the rig! 
main bronchus, a biopsy of which showe. 
Hodgkin’s disease. 

Case 7—Three months before admissio, 
this 29 year old man began to experience pain 
in the right leg, worse on sitting or in recun.- 
bency. Some relief was obtained on walking. 
Roentgenograms of the right hip showed a rav- 
ged area of destruction in the intertrochanteric 
region measuring 2.5 by 4.5 cm. On general 
physical examination no lymphadenopathy or 
hepatosplenomegaly was noted. In the area 
involved the subcortical tissue was grayish- 
white in appearance and rubbery in consist- 
ency. The histologic study showed Hodgkin’s 
disease. 

Lymphomas of the gastrointestinal tract— 
Primary involvement of the gastrointestinal 
tract by lymphoma is not rare. Warren and 
Littlefield’? summarized our experience with 
49 cases seen at the Lahey Clinic since 1933. 
The initial sites of the lymphomas were as fol- 
lows: stomach, 30; duodenum, 2; jejunum, 5; 
ileum, 3; cecum, 2 and rectum, 7. Marshall’s'® 
analysis of 1700 cases of gastric tumors 
showed that 3 per cent were sarcomas, of 
which 70 per cent arose from lymphoid tissue. 

The symptoms of gastrointestinal lym- 
phomas are those of any tumor mass in the 
digestive tract. Weight loss, anorexia, pain, in- 
testinal obstruction and hemorrhage are com- 
mon manifestations. Frequently there is no 
palpable mass and the roentgenograms are not 
characteristic. Surgical exploration is the only 
means of establishing the diagnosis. 

The following brief case reports are exam- 
ples of lymphomas of the digestive tract. 

Case 8—At the age of 29 this patient ex- 
perienced epigastric pain two hours after 
meals, relieved by food and alkali. A duodenal 
ulcer was demonstrated by roentgenogram at 
that time. Ten years later he was seen at the 
clinic for the first time because of a recur- 
rence of gastric symptoms of three and one- 
half months’ duration. Roentgen studies show- 
ed an irregular filling defect in the body of the 
stomach. A high subtotal gastrectomy was per- 
formed. The histologic study showed Hodg- 
kin’s disease. 


Case 9—A 65 year old man had had gastric 
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symptoms intermittently for five years. Studies 
elsewhere were reported to have shown a gas- 
tric ulcer. During the five weeks before ad- 
mission he had noted a definite change in 
the pattern of his gastric symptoms. Barium 
studies of the stomach revealed a persistently 
narrowed prepyloric area with nodular en- 
largement and irregularity of the antral mu- 
cosal pattern. At operation a disk-shaped mass 
measuring 5 by 5 cm. was present on the 
greater curvature of the stomach. The patho- 
logic report was reticulum cell sarcoma. 

Case 10—-This 61 year old woman was 
admitted to the clinic in April 1951 with a 
nine month history of anorexia, weight loss, 
dysphagia and discomfort high in the epi- 
gastrium. Barium studies and esophagoscopy 
showed an area of stricture in the lower end 
of the esophagus and irregularity in the car- 
dia of the stomach. A transthoracic gastro- 
esophageal resection was performed for a tu- 
mor which, on histologic study, proved to be 
Hodgkin’s disease. 

Case 11—A 69 year old man had a three 
month history of epigastric distress, occa- 
sional vomiting and a 15 lb. weight loss. Ex- 
amination showed no lymphadenopathy or 
hepatosplenomegaly. No abdominal masses 
were palpable. Barium study of the small bow- 
el showed a dilated duodenum and a stric- 
ture of the first portion of the jejunum. At 
exploratory laparotomy these structures were 
studded with 1 to 5 mm. nodules which on 
biopsy proved to be malignant lymphocytoma. 

Fever and other systemic manifestations 
without demonstrable adenopathy—It has been 
said that syphilis may mimic almost any dis- 
ease that affects the human body. With a 
large measure of truth, the same can be said 
about lymphomas as a group. Almost innu- 
merable manifestations can challenge the diag- 
nostician for a long time. “Fever of unknown 
etiology” can remain so for many weeks or 
months before retroperitoneal or mesenteric 
nodes become palpable or mediastinal nodes 
enlarge sufficiently to become detectable by 
radiologic study. Fluid in the abdomen or 
chest from a lymphoma, without obvious lym- 
phadenopathy, may lead to an erroneous diag- 
nosis. At times pruritus and backache will 
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torture the patient and baffle the physician for 
prolonged periods before a diagnosis of lym- 
phoma can be established. Hemolytic anemia 
with or without palpable splenomegaly may 
sometimes be the presenting manifestation of 
an occult lymphoma. Splenomegaly with or 
without peripheral cytopenia can indicate a 
lymphoma arising in the spleen. More rarely, 
the site of origin may be in the marrow itself. 
The term “leukosarcoma” has been used for 
the occasional case in which the patient’s 
peripheral blood and marrow picture’ shows 
immature and abnormal cells of lymphoid or 
reticulo-endothelial origin arising from a deep- 
seated and obscure lymphomatous neoplasm. 

The following brief case reviews can be 
cited to exemplify some of these points. 

Case 12—Except for hypertension of three 
years’ duration, this patient was well until 
two months before admission in June 1952, 
at which time her symptoms were weakness 
and dyspnea on exertion. Her blood pressure 
was 190 mm. systolic and 110 mm. diastolic. 
Roentgenographic study showed that the heart 
was enlarged, and there was fluid in the right 
pleural cavity. The pulse rate was 90. The 
patient perspired freely and her skin was 
warm and moist. The presumptive diagnosis 
was hypertensive heart disease with conges- 
tive heart-failure. An alternative diagnosis was 
thyrotoxic heart disease, since by roentgeno- 
gram there was some widening of the superior 
mediastinum suggestive of a substernal goiter. 
Three months later there was a recurrence of 
the fluid, this time in both pleural cavities. 
After thoracentesis it was observed that the 
superior mediastinal mass had increased in 
size and also that the hilar nodes were en- 
larged. The presumptive diagnosis then was 
changed to lymphoma, and this was substanti- 
ated by the finding of malignant cells in the 
pleural fluid and by a good response to x-ray 
therapy. There was no peripheral lymphade- 
nopathy. 

In April 1953 a gastrointestinal series 
showed a mass in the upper part of the abdo- 
men with extrinsic pressure on the stomach. 
Again there was no palpable adenopathy and 
again her symptoms improved with x-ray ther- 
apy. In December 1954 a biopsy of a small 
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cervical lymph node showed simple hyper- 
plasia. It was not until August 1955, three 
years after the onset of symptoms, that another 
peripheral gland was available for biopsy and 
a diagnosis of Hodgkin’s disease was then 
established. 

Case 13—This patient was referred to the 
clinic in March 1956 because of anemia. He 
had been ill for about five months with ano- 
rexia and postprandial gastric distress and 
had lost 30 lb. in weight. Five weeks before 
admission he had noted dyspnea on exertion 
and some ankle edema had developed. He had 
not been aware of fever, but throughout his 
hospital stay of three weeks he had a daily 
elevation of temperature to 101° to 103° F., 
and appeared very ill. 

Examination by several observers was re- 
corded as negative for any enlargement of 
lymph nodes, liver or spleen and no masses 
were palpable in the abdomen. Roentgenologic 
study did not indicate any enlargement of the 
spleen and liver. A roentgenogram of the chest 
was negative. 

Barium studies of the entire gastrointesti- 
nal tract before admission were said to be 
negative. On repeat survey the radiologist re- 
ported “coarsening of the rugal folds in the 
prepyloric area and some suggestion of ex- 
trinsic pressure on the greater curvature of 
the stomach.” Barium study of the colon was 
negative. An intravenous pyelogram showed 
normal kidneys. 

The hemogram revealed a severe pancyto- 
penia. The anemia was hemolytic in type but 
a Coombs test was negative. The hemoglobin 
was 5.3 gm., red blood cell count 2,010,000, 
white blood cell count 3,450, platelet count 
109,000 and reticulocytes 3.1 per cent. The 
differential count showed a slight shift to the 
left of the granulocytes. Twenty-four hour 
urine urobilinogen determinations were 27 
and 44 Ehrlich units on two successive days. 

Bone marrow studies demonstrated normo- 
blastic hyperplasia of moderate degree, mod- 
erate fibrosis, numerous mature elements of 
all series, and no evidence of tumor. 

In the presence of these inconclusive studies 
a careful physical examination was again re- 
peated. With the patient in the sitting posi- 
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tion, a small node, 1.5 cm. in diameter, wa. 
palpated in the right supraclavicular regio: 
just above the clavicle. With the patient re- 
cumbent this node slipped behind the clavick 
and could not be felt. A biopsy readily estab- 
lished the diagnosis of Hodgkin’s disease. 

Case 14—This patient complained of inter. 
mittent fever of six months’ duration and a 
weight loss of 30 lb. Examination revealed 
fever and pallor, but no palpable lymphade 
nopathy. The spleen and the liver were not 
enlarged. A hemogram showed anemia (hemo- 
globin, 9.8 gm., red blood cell count, 3.950.- 
000) and leukocytosis (white blood cell count, 
25,550 with 65 per cent polymorphonuclear 
cells and 18 per cent band forms). A roent- 
genogram of the chest showed widening of the 
upper mediastinum at the level of the aortic 
arch, measuring 9 cm. The probable diagnosis 
was Hodgkin’s disease, confirmed by biopsy 
eight months later when an enlarged node ap- 
peared in the neck. 

Case 15—This 34 year old man was admit- 
ted to another hospital in April 1950 because 
of a two month history of weakness, anorexia 
and weight loss of 10 lb. The hemogram re- 
vealed a severe anemia of the hemolytic type 
and thrombopenia. The hemoglobin was 32 
per cent, red blood cell count 2,000,000, he- 
matocrit 19 per cent, reticulocyte count 17.8 
per cent, indirect van den Bergh reaction 3.3 
per cent and platelet count 90,000. The white 
blood cell count and differential were normal. 
After thorough studies and preparation a 
splenectomy was performed in May 1950. 
When first seen at the clinic six months later 
there was no anemia even though the Coombs 
test was still positive. A biopsied node showed 
macrofollicular lymphoma. 


Treatment 


X-ray therapy—The lymphomas as a group 
are considered radiosensitive tumors and in 
many instances are controlled quite adequate- 
ly over long periods of time with various types 
of radiation. Reticulum cell sarcoma is gen- 
erally considered to be more resistant than 
Hodgkin’s disease or lymphosarcoma. The 
macrofollicular lymphomas as a rule are more 
radiosensitive and more benign than the other 
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forms, but in some cases the long-term re- 
sponse and survival are disappointing. In a 
recent review of 136 cases, Wright'' found 
that the five year survival rate was 36.1 per 
cent and the average survival period was three 
and a quarter years. The histologic picture 
of the individual lymphoma as a rule offers no 
reliable criterion as to the degree of radio- 
sensitivity. Furthermore, the change of patho- 
logic type that may occur during the course 
of the disease makes it very difficult to antici- 
pate the duration of radiosensitivity of any of 
the lymphomas and for that reason prognosis 
must always be guarded. 

At the clinic, conventional (220 kv) x-ray 
therapy was used in all cases prior to 1949, 
and since that date we have used convention- 
al and supervoltage (two million volt) x-ray 
therapy. With conventional voltage we use the 
standard small fields to localized areas of dis- 
ease, giving dosages as necessary to control the 
local lesion. While the isolated lesions may be 
well controlled by this method, we sometimes 
find that the disease is manifest in other areas 
soon after treatment has been completed in 
the original site. 

With supervoltage x-ray, on the other hand, 
we can take advantage of the relatively large 
output at greater distances and treat many 
areas at one time. Since a large field can be 
treated in a short time it is possible to group 
several node areas into one portal. When lym- 
phoma is known to exist in one or more foci 
in the neck, axillae or mediastinum, we treat 
this entire area in a single field, as illustrated 
in figure 4, to a minimal tissue dose of 2400 
r. This plan of treatment is accomplished in 
the lower trunk by treating as a single field 
the femoral, inguinal and iliac areas together 
with the periaortic region, as illustrated in 
figure 5. If the disease is widespread in the 
abdomen, supervoltage x-ray therapy offers a 
distinct advantage. The entire abdomen can 
be treated in one field to the desired dose of 
2400 r. It is still too early to know whether 
this present plan of treating all areas adjacent 
to the disease-bearing nodes will alter the 
longevity of the patient with lymphoma. 

A relatively new approach to the treatment 
of lymphoma involving the skin and subcuta- 
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FIGURE 4. Portal to include cervical, supraclavicular, in- 
fraclavicular, axillary and mediastinal nodes. 


neous tissues is the use of high-energy elec- 
trons or cathode rays. We use electron therapy 
in cases with widespread skin and subcutaneous 
involvement and the results have been gratify- 
ing. Its greatest usefulness has been in the 
treatment of mycosis fungoides (figure 6). By 
this method, large body surfaces can be treated 
without damage to the underlying structures. 


FIGURE 5. Portal to include periaortic, pelvic, inguinal 
and femoral nodes. 


(. 
} 
4 
| 
7 
a 
& 
\ 
| 
P 
\ ¢ 
AL 
- - 
515 


FIGURE 6. Mycosis fungoides. a. Before; b. after electron 
therapy. 


From Fromer, J. L.: Spectrum 4:249 (May 31) 1956. 


Complications of irradiation—In view of 
frequent recurrences, spread to other areas, 
and persistence of disease regardless of ade- 
quate tumor dosage, malignant lymphomas 
must not be overtreated. Complications caused 
by irradiation may substantially reduce what 
otherwise would have been prolonged pallia- 
tion. The most important complication of ra- 
diation therapy is damage to the bone marrow. 
This will be considered in a later section. 

One radiation-induced complication is fibro- 
sis of the lung. With any large degree of 
fibrosis of the lung, the vital capacity is sub- 
stantially reduced. We often treat the medias- 
tinum and adjacent portions of the lungs with 
a tumor dosage of 2400 r; while we would not 
expect appreciable fibrosis with this dosage, 
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repeated treatments may bring this about. |; 
is not always clear whether the changes see. 
are caused by radiation fibrosis alone or by . 
combination of fibrosis and persistent lyn: 
phoma. In these circumstances the outlook i. 
grave. 

The skin may be a limiting factor in the 
irradiation treatment of the lymphomas. Dur- 
ing the initial course of therapy adequate dos- 
age can be delivered without immediate con- 
cern for the normal skin. With each successive 
course of treatment, however, the possibility 
of skin damage becomes greater. Supervoltage 
irradiation has minimized this, inasmuch as 
the maximal delivered dosage is below the 
surface of the skin. 

Rare complications of radiation therapy in- 
clude transverse myelitis, perforation of a hol- 
low viscus and sterility. We have also seen 
skin cancer develop after prolonged treatment 
with superficial x-rays and electrons in a case 
of mycosis fungoides. 

Although irradiation is the treatment of 
choice in most cases of lymphoma, there are 
situations in which surgical excision is a valu- 
able adjunct. 

Surgical therapy—Surgical removal of lym- 
phomas of the gastrointestinal tract followed 
by x-radiation is the method generally em- 
ployed in this clinic. Warren and Littlefield 
believe that, with the exception of those rare 
lymphomas of the duodenum, “it appears rea- 
sonable . . . to pursue an aggressive surgical 
attitude toward radical resection of malignant 
lymphomas of the gastrointestinal tract when 
there appears to be a good chance of remov- 
ing the involved segment along with the adja- 
cent node-bearing area.” Resection is followed 
in all cases by roentgen therapy of the region 
involved. If there is evidence of recent spinal 
cord compression, immediate surgical decom- 
pression is mandatory. 

Supportive measures—General supportive 
measures consisting of a well-balanced diet of 
sufficient caloric content to maintain normal 
weight, good sleeping habits and regular exer- 
cise should be recommended to these patients. 
As the disease progresses, protein and vitamin 
supplements may be helpful in maintaining 
the daily nutritional requirements. Anemia 
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must often be combated by transfusions of 
whole blood or of packed red blood cells. 

Chemotherapy—Chemotherapy has come to 
hold an important place in the treatment of 
this group of diseases. The drugs commonly 
used are: (1) the nitrogen mustards, especial- 
ly methyl-bis (beta-chloroethyl) amine hydro- 
chloride; (2) triethylene melamine (TEM), 
and, more recently, (3) Chlorambucil (com- 
pound CB-1348). In general, these compounds 
are used initially only when there is wide- 
spread involvement associated with fever and 
other evidences of toxicity. More often they 
are helpful in obtaining further remissions 
after the disease has become resistant to x-ray 
therapy. Such remissions are usually short- 
lived but occasionally re-establish x-ray sen- 
sitivity of the tumor. Nitrogen mustard and 
TEM are more likely to be effective in Hodg- 
kin’s disease and chronic leukemia than in the 
other members of this group, although notable 
exceptions may occur. Chlorambucil seems to 
be more effective in the giant follicular type. 
Since all of these drugs are toxic to the bone 
marrow and since they generally produce re- 
missions of shorter duration than those follow- 
ing irradiation, in our opinion they should 
never be considered as suitable for replacing 
x-ray therapy. Their dosage must be carefully 
regulated because of the danger of bone mar- 
row depression with resulting anemia, leuko- 
penia and thrombopenia. 

Corticoid therapy—The corticoids may also 
be of real value in the medical therapy of the 
lymphomatous diseases. We have seen a case 
of Hodgkin’s disease in which initial chemo- 
therapy had failed completely to control the 
severe toxicity present on admission and in 
which ACTH produced a miraculous change 
(figure 7). More often, however, treatment 
with this group of medications is helpful in 
conjunction with the chemotherapeutic agents 
previously discussed and in combating some 
of the complications of therapy, especially 
those affecting the hematologic system. 

Management of hematologic complications 
—In most cases of early localized or region- 
alized lymphomas there are no abnormalities 
in the hemogram. At some time during the 
course of their disease, however, many pa- 
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FIGURE 7. Example of the hemolytic process that may 
complicate lymphoma, showing the effect of ACTH in 
lowering the urine urobilinogen to normal levels in a 
case of Hodgkin’s disease. 


tients with lymphomas will present hemato- 
logic complications that may significantly alter 
the immediate prognosis and necessitate a dif- 
ferent therapeutic approach. 

When blood studies show anemia, leuko- 
penia or thrombopenia or any combination of 
these findings, it is necessary to establish the 
cause before proper treatment can be insti- 
tuted. These hematologic complications may 
be due to (1) involvement of the bone mar- 
row with lymphoma, (2) depression of the 
marrow by excessive x-ray therapy or an over- 
dose of one of the chemotherapeutic agents 
previously discussed, or (3) inhibition of the 
normal marrow by an overactive spleen, so- 
called hypersplenism. 

If the cytopenia is the result of splenic in- 
volvement leading to an overactivity of the 
normal inhibition of the bone marrow by this 
organ, the depression of the peripheral blood 
elements will be accompanied by an abun- 
dance of the precursors of these blood ele- 
ments in the bone marrow. This evidence of 
maturation arrest in the marrow is not asso- 
ciated with the presence of immature granu- 
locytes or nucleated red blood cells in the 
peripheral blood. If, on the other hand, the 
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marrow is infiltrated with malignant lymphoid 
or reticulum cells, or the previously localized 
lymphoid neoplasm has changed into a more 
generalized leukemic process, this marrow re- 
placement will usually be reflected in the pe- 
ripheral blood by the presence of myelocytes, 
metamyelocytes and nucleated erythrocytes. If 
the pancytopenia is the result of either chemo- 
therapy or irradiation, the bone marrow pic- 
ture will show a sparsity of its normal elements. 

The treatment will vary with the etiology. 
If therapy by either x-ray or chemicals has 
not been too excessive, the bone marrow will 
gradually recover with passage of time. The 
corticoids will help prevent thrombopenic 
bleeding, antibiotics will protect against infec- 
tion secondary to agranulocytosis, and blood 
transfusions will combat the anemia. If the 
marrow is involved with lymphoma, more 
treatment is indicated. If hypersplenism is 
the source of the trouble, x-ray treatment over 
the spleen is advisable and, rarely, splenec- 
tomy may be warranted. 

A severe acquired hemolytic anemia may 
develop in an occasional case. This may or 
may not be associated with a positive Coombs 
test. The spleen is usually palpably enlarged. 
If the usual x-ray or chemotherapeutic meas- 
ures fail to control this hematologic complica- 
tion, it may be necessary to resort to splenec- 
tomy, although the improvement to be derived 
from this procedure in any given case is un- 
certain. 

Backache—Backache, deep and boring, 
often characterized by severe exacerbation at 
night, and sometimes relieved by assuming 
bizarre positions, suggests lymphomatous in- 
volvement of the retroperitoneal nodes. Or the 
backache may be more localized and indicate 
involvement of the bones of the spine, thoracic 
cage or pelvis. Sometimes alcoholic beverages 
will cause severe exacerbations of this pain. 

Spinal cord involvement—lIn a patient with 
lymphoma, signs of spinal cord involvement, 
such as severe backache, paresthesia and mus- 
cle weakness, may be due to tumor invasion 
of the cord itself or its meninges or may be 
the result of pressure caused by the collapse 
of neighboring invaded vertebral bodies. The 
usual sequence of development of a cord lesion 
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is probably initiated by direct spread to th 
epidural space from nearby involved lymp’. 
nodes or bone. The epidural lesion may itse!/ 
cause pressure symptoms or, by extension. 
the tumor may invade the cord. We believ- 
that immediate surgical decompression is the 
treatment of choice for this complication if 
permanent cord damage is to be avoided. 
Fever—Fever, with its associated symptoms 
of chills and night sweats, indicates active dis- 
ease in known cases of lymphoma. Renewed 
treatment is indicated in its management. 
Pruritus—Pruritus is at times a very per- 
sistent symptom. If associated with cutaneous 
involvement, x-ray or electron therapy will 
quickly alleviate the distress if the tumor is 
still radiosensitive. In cases in which the skin 
is not involved, x-ray treatment to the retro- 
peritoneal area will often stop the pruritus. 


Discussion 


Lymphoma may simulate a great variety of 
pathologic conditions. No attempt has been 
made to cover all of the multitude of situa- 
tions that may arise in an active practice deal- 
ing with large numbers of patients ill with 
lymphoma. In particular, we have avoided dis- 
cussion of the problems arising in the diag- 
nosis and treatment of a closely related group 
of diseases—the leukemias—as being beyond 
the scope of this paper. We have discussed the 
more unusual conditions concerned with the 
diagnosis and treatment of the lymphomas. 

While the diagnosis in the great majority 
of cases of lymphoma is quickly established, 
there are many occult forms that may resist 
discovery for long periods of time. Biopsy of 
an enlarged peripheral node will usually deter- 
mine the nature of the disease and the type of 
lymphoma. A common pitfall, however, is the 
removal of an enlarged inguinal node which, 
due to the chronic inflammation usually pres- 
ent in this location, may obscure the under- 
lying disease process so that accurate diag- 
nosis is difficult. Nodes in this location should 
be biopsied only if other abnormal tissue is 
not available for study. 

In all cases of suspected lymphoma we make 
a determined attempt to establish a diagnosis 
by biopsy before definitive treatment is initi- 
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ated. Rarely, this may necessitate two or more 
node biopsies in cases in which differentiation 
of lymphoma from other conditions is difficult, 
especially in benign hyperplasia, undifferenti- 
ated small cell carcinoma, and certain granu- 
lomatous inflammations. This may involve 
biopsy of mediastinal nodes or abdominal ex- 
ploration, but such procedures are justified 
because the risk of operation in the hands of 
skilled surgeons with modern facilities is less 
than the long-term risk of treating an unknown 
disease blindly. 

There is no tissue in the body that may not 
at times be involved by lymphoma. Hence the 
inquiring physician must always give consid- 
eration to these conditions when evaluating 
difficult diagnostic problems. 

Malignant lymphoma is an irreversible dis- 
ease that (1) may simultaneously invoke more 
than one type of tissue response, (2) tends to 
undergo spontaneous transformation from one 
type of response to another, usually in the 
direction of poorer differentiation, and (3) 
although long remissions may occur, eventual- 
ly terminates in the death of the patient. 
Under these conditions, prognosis is at best 
dificult and speculative. Other factors that 
must be taken into account in formulating 
the prognosis in a given case include the ex- 
tent of the disease at the time of diagnosis, 
the presence or absence of involvement of vital 
organs, the efficacy of the treatment employed, 
and the patient’s reaction to his disease. 

It should be remembered that in an occa- 
sional patient the disease may run a relatively 
benign course. Unfortunately, it has been our 
experience that the pathologic picture seen in 
the biopsy specimen cannot foretell with any 
degree of accuracy those patients who will 
have a prolonged course. 

We have maintained that x-ray therapy re- 
mains the treatment of choice throughout the 
major part of the course of the disease in most 
cases. We have been encouraged by certain 
advantages that come from treatment with the 
newer two million volt technic. Although the 
chemotherapeutic mode of attack has not lived 
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up to our earlier hopes, nevertheless, it has 
helped us to prolong the lives of some of our 
patients suffering from lymphoma. 

The treatment of this group of patients re- 
quires constant observation in order that the 
best results may be obtained from the various 
therapeutic measures at our command in each 
of the numerous manifestations of the disease 
and in order that the pitfalls of therapy and 
its complications may be avoided. 


Summary 


An accurate pathologic diagnosis should be 
established in every case of malignant lym- 
phoma whenever possible. The difficulty with 
which this ideal is sometimes attained has 
been discussed from the point of view of the 
pathologist, the radiologist and the internist. 
Modern therapy of this group of diseases has 
been reviewed and problems arising in their 
management have been considered. 
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Nitrogen Mustard With Corticosteroid 
and Chlortetracycline for 
Far-advanced Metastatic Cancer 


STEWART H. JONES 


Department of Internal Medicine, Lahey Clinic, Boston 


ConFLictTING reports 
on the value of nitro- 
gen mustard* therapy 
in metastatic cancer are 
frequent in the medical 
literature. Previous 
personal experience 
had led me to conclude 
that any benefits were 


15 per cent good, 29 per cent fair, and 40 per 
cent poor. Cortisone or ACTH was used to 
prevent bone marrow depression and to aug- 
ment the cytotoxic effects of the nitrogen mus- 
tard through its antimitotic and lympholytic 
actions, chlortetracycline to destroy bacteria 
in metastatic lesions or in secondary infec- 
tions, and to reinforce the effect of nitrogen 
mustard in inhibiting tumor growth. 


overbalanced by dis- All varieties of neoplasms* have been treated 
agreeable and some- STEWART H. JONES since Gilman’s’ early trials in 1942 when ex- 
times dangerous side periments with nitrogen mustard were classi- 
effects. However, the encouraging report of fied as secret by the government. In general, 
McCarthy’ in 1955 induced me to give it an- the conclusions reached have been that nitro- 
other trial. He used a corticosteroid and chlor- gen mustard is not curative of any type of 
tetracycline concomitantly with nitrogen mus- _—_ malignancy, but that it occasionally causes 


tard, as this combination had been shown to _ subjective improvement, rarely objective im- 
be synergistic,”"* and found side effects to be — provement; that when benefit does occur it is 
diminished and results to be improved. Results temporary, lasting from a few days to several 
in 16 per cent of his 100 cases were excellent, | months; and that lymphomas and lung cancer 

are the neoplasms that are most sensitive to 
*Methyl-bis (beta-chloroethyl) amine hydrochloride. nitrogen mustard. Karnofsky® reported relief 
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or partial relief in over 60 per cent of cases 
of lung cancer. In cases complicated by supe- 
rior vena caval compression there was relief 
in 07 per cent, partial relief in 22 per cent, 
and no relief in only 11 per cent. Lynch, Ware 
and Gaensler’ reported subjective improve- 
ment in 69 per cent of cases of lung cancer 
and objective improvement in 54 per cent. For 
cancers in other locations one finds fewer cases 
have been studied and reports of help vary 
from small to moderate percentages. 

How nitrogen mustard exerts an anticancer 
effect is not fully known. Gilman’ showed that 
the active substance is an ethylene-imonium 
ring resulting from the breakdown of nitro- 
gen mustard. This combines with some vital 
cellular constituent, with resulting injury to 
the cell. Nitrogen mustard can alkylate many 
compounds, inorganic and organic, and this 
action may be important in damaging cancer 
cells.” There is also damage to enzyme systems 
of cells and antimitotic effect, and a radio- 
mimetic effect even to the producing of muta- 
tions in fruit flies. Lynch and co-workers found 
nuclear fragmentation, changes in staining re- 
action, formation of multinuclear cells, a de- 
crease in mitosis, and focal areas of necrosis 
similar to changes following radiation ioniza- 
tion within 24 hours of an injection of nitro- 
gen mustard. Only the more sensitive cells are 
destroyed, so the remaining cells, being nitro- 
gen mustard-resistant, multiply to cause a 
more and more resistant neoplasm. 

When nitrogen mustard is given intrave- 
nously, it is immediately diluted in the blood 
stream and is rapidly removed from circula- 
tion by the tissues through which it passes. 
When it is administered into the artery lead- 
ing directly to the neoplasm, the growth re- 
ceives a larger concentration, and theoretical- 
ly the intra-arterial administration should be 
preferable.” However, proof of better results 
is wanting as no comparable series of cases 
has been reported to my knowledge. The in- 
travenous administration is so simple that it 
can be an office procedure, while the intra- 
arterial route requires hospitalization with an 
operating room procedure for introducing a 
polyethylene tube and roentgenologic verifica- 
tion of its position, as well as injection of the 
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nitrogen mustard three or more times a day. 
Furthermore there are dangers of hemorrhage, 
infection and thrombosis, and some areas, as 
the lungs or gastrointestinal tract, cannot be 
treated satisfactorily by the arterial route. 
Since the blood supply to lung cancer is from 
the bronchial arteries rather than from the 
pulmonary arteries, nitrogen mustard given 
intravenously reaches the neoplasm after dilu- 
tion in the blood stream. This is contrary to 
the belief that nitrogen mustard goes directly 
from the antecubital vein to the cancer, which 
is the reason often given for the apparent su- 
perior results in the nitrogen mustard treat- 
ment of lung cancer in some series. Only the 
intravenous route was used in the series herein 
reported, being simpler, safer and easier for 
the patient. In a small number, tourniquets 
were used on three extremities during the in- 
jection of nitrogen mustard and allowed to 
remain for five minutes for the purpose of 
concentrating the chemical in cancer areas, 
and to protect the bone marrow of the ex- 
tremities from damage. This was not found to 
be advantageous, since bone marrow depres- 
sion was no problem; the bone marrow in the 
extremities is inactive anyway, and results 
were no better in the patients so treated. 
Lynch et al., using total doses from 0.4 to 3.0 
mg. per kilogram of body weight, concluded 
that benefit was not related to the amount of 
the drug given. 


Procedures 


All patients selected for treatment were in 
a far-advanced stage of metastatic cancer, un- 
suitable for more surgery or radiation therapy. 
All types of cancer that were made available 
were treated. Most patients were in a terminal 
stage with only a few months’ survival after 
treatment. Prednisone (METICORTEN®), be- 
cause it has fewer side effects than cortisone, 
hydrocortisone or ACTH, was given in a daily 
dose of 100 mg. for five days during the course 
of treatment. Nitrogen mustard (MUSTAR- 
GEN®), 0.1 mg. per kilogram of body weight 
in order to guard against any subcutaneous 
infiltration, was injected into the tubing of an 
intravenous infusion of 500 cc. of 5 per cent 
dextrose in water. The nitrogen mustard was 
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TABLE 1 


RESULTS OF TREATMENT WITH NITROGEN MusTARD 


CASE NUMBER OF COURSES 


DURATION OF LIFE 
AFTER TREATMENT DEGREE (| 
(to nearest month) HELP 


Undifferentiated Carcinoma of Lung 


1 1 2 months 0 
2 3 unknown 0 
3 3 3 months 0 
4 3 living 6 months later 3 
s 2 living 9 months later 1 
6 2 2 months 0 
7 1 2 months 0 
8 1 living 8 months later 0 
9 2 unknown 9 
10 3 1 month 2 
11 2 1 month 1 
12 3 3 months 2 
13 2 2 months it) 
14 2 2 months 0 
15 2 unknown 0 
16 1 1 month 0 
17 1 1 month 2 
18 1 living 1 month later 0 
19 2 3 months 3 
Epidermoid Carcinoma of Lung 
20 1 1 month worse 
21 1 2 days 0 
22 1 living 3 months later 0 
23 2 2 months 0 
24 2 2 months 0 
Adenocarcinoma of Lung 
Fes 3 living 6 months later ] 
26 2 living 1 year later 2 
Carcinoma of Lungs (Diagnosis made clinically by x-ray and finding of tumor cells) 
27 1 2 months 2 
28 (pleural effusion) 2 (intrapleurally ) living 6 months later 0 
29 (pleural effusion) 1 (intrapleurally) living 3 months later 0 
30 1 living 1 month later 0 
31 2 2 months 0 
32 (pleural effusion) 1 (intrapleurally) unknown 0 
Epidermoid Carcinoma of Larynx 
a3 3 5 months = 
Branchial Cle{t Epidermoid Carcinoma 
34 3 4 months 2 


injected as soon after dissolving as possible 
since it deteriorates rapidly when in solution. 
Chlortetracycline (AUREOMYCIN®), 500 mg., 
was then dissolved and added to the fluid re- 
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maining in the infusion set. Twenty-five milli- 
grams of chlorpromazine (THORAZINE®) was 
given by mouth and repeated, intramuscularly 
if necessary, for nausea or vomiting. Pyri- 
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TABLE 1 (Continued) 


ResuLts OF TREATMENT WiTH NitroGeN Mustarp 


DURATION OF LIFE 


AFTER TREATMENT DEGREE OF 
CASE NUMBER OF COURSES (to nearest month) HELP 
Carcinoma of Breast 
35 1 unknown 0 
36 1 1 month 0 
37 3 living 5 months later 1 
38 2 living 5 months later 1 
39 1 2 months 0 
40 2 living 4 months later 1 
4] 4 living 6 months later 2 
42 3 living 10 months later 2 
43 3 living 8 months later 2 
Carcinoma of Esophagus 
44 4 9 months 2 
45 1 2 months 0 
46 1 1 month 1 
47 2 living 3 months later 0 
48 1 living 1 month later 0 
Carcinoma of Stomach 
49 1 living 6 months later 3 
50 3 unknown 2 
51 1 living 1 month later 0 
Carcinoma of Colon 
52 1 1 month 0 
53 3 5 months 1 
54 (with ascites) 3 4 months 0 
55 2 3 months 0 
56 1 unknown 0 
57 1 living 4 months later 0 
Carcinoma of Pancreas 
58 1 living 1 month later 0 
Carcinoma of Kidney 
59 3 10 months 2 
60 1 2 months 0 
Carcinoma of Penis 
61 1 2 months 0 
Carcinoma of Ovary 
62 (with ascites) 3 9 months 2 
63 (with ascites) 3 living 1 year later 2 
64 1 living 1 month later 0 
65 1 unknown 1 
66 1 unknown 1 
67 3 living 3 months later 2 
68 1 4 months 1 


doxine was not used since it may neutralize _ treatment was repeated monthly for a total of 
nitrogen mustard and since the chlorpromazine __ three courses, with 20 mg. of prednisone daily 
worked satisfactorily for nausea and vomiting. | by mouth between courses, and this was con- 
At the beginning of this series, the course of tinued indefinitely as long as it seemed to be 


May 1957 


523 


# 
Les 
i 
a 
rive 
{ 


helpful. Later, courses were repeated only if 
the preceding course helped. 


Results 


In the table of results “1” indicates slight 
benefit, “2” moderate, and “3” both subjec- 
tive and objective improvement. No cases 
could be classified as markedly improved. 
Since evaluation of results depends on subjec- 
tive criteria, and since it is not possible to 
have a satisfactory control series, the results 
must be judged accordingly. In the day-by-day 
management of patients, however, there is 
something to be said in favor of pragmatic 
standards on the principle that whatever helps 
the patient is worthwhile no matter how it 
may work. 

Seven of the 19 patients with undifferenti- 
ated cancer of the lung showed benefit, slight 
in 2, moderate in 3, and improvement with 


objective changes in 2. In the 5 cases of epi- - 


dermoid lung cancer none were improved and 
1 was worse following treatment. Both patients 
with adenocarcinoma of the lung were bene- 
fited, 1 slightly and 1 moderately. Of the 6 
cases of lung cancers diagnosed clinically with- 
out pathologic confirmation, only 1 patient ob- 
tained improvement, which was of moderate 
degree. None of the 3 patients with pleural 
effusion were helped. Three patients had lung 
cancer with superior mediastinal vena caval 
compression. In 2, repeated use of nitrogen 
mustard gave temporary relief; this was fol- 
lowed by supervoltage therapy which also gave 
relief for several months. In 1 case vena caval 
compression developed during nitrogen mus- 
tard therapy. The 1 case of laryngeal cancer 
and the 1 case of cancer arising in a branchial 
cleft cyst showed moderate improvement. 
There were 9 cases of breast cancer with slight 
improvement in 3 and moderate improvement 
in 3. Of the 5 patients with esophageal can- 
cers 1 had slight and 1 moderate benefit. Of 
the 3 patients with stomach cancers 1 had 
moderate and 1 had moderate plus objective 
improvement. Only 1 of the 6 patients with 
colon neoplasm showed slight improvement. 
The 1 patient who had pancreatic cancer was 
not helped. There were 2 cases of kidney can- 
cer with moderate improvement in 1. The 1 
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patient with cancer of the penis showed 10 
benefit. Of 3 patients with ovarian cance: 2 
obtained moderate help. All 4 patients w th 
metastatic cancer in which the primary tumor 
was undetermined were benefited, 3. slightly 
and 1 moderately. Ascites complicated 3 cases, 
2 ovarian cancers and | colon cancer. Intra- 
peritoneal instillation benefited the 2 patients 
with ovarian cancer, but the ascites was not 
helped in the patient with cancer of the colon, 


Comment 


Although there are insufficient cases in any 
one category for statistical studies, several 
conclusions seem justified from this series. 
One is that the effects of this therapy on can- 
cer are not predictable, and there does not 
appear to be any way to know beforehand 
whether treatment will or will not help. Bene- 
fit occurs in a variety of cancers, and lung 
cancer did not seem more sensitive than other 
types of cancer. There was no evidence from 
this series that life itself was prolonged, al- 
though symptoms were alleviated in some 
cases, and occasionally improvement in ap- 
petite and strength was found. Unhappily, any 
improvement is short-lived, and in two weeks 
to two months the symptoms return. If sec- 
ond and third courses helped, the intervals of 
benefit became shorter and shorter after each 
course. Objective improvement was found in 
only three cases, two of lung cancer in which 
the roentgenogram showed decrease in size of 
the lesion after treatment, and one of stomach 
cancer in which the size of metastatic lymph 
nodes in the neck decreased. This might. how- 
ever, have been due to decrease in associated 
infection from the antibiotic rather than actual 
shrinkage in neoplastic tissue. 

With the concomitant use of prednisone the 
side effects experienced with nitrogen mustard 
alone were minimal. Nausea and vomiting 
were infrequent, often occurring only during 
the first injection of a course, and being mild 
when it did occur. There was only one case in 
which the program was stopped because of 
vomiting. Likewise, bone marrow depression 
did not present a serious problem. Two pa- 
tients had severe enough depression of the 
leukocytes to necessitate blood transfusions, 
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but they were being treated with supervoltage 
therapy simultaneously, and this result led us 
to avoid combining two million volt therapy 
with courses of nitrogen mustard. One death 
occurred during a second course of treatment 
with nitrogen mustard. Autopsy revealed a 
large acute myocardial infarct considered, in 
all probability, to be unrelated to the treat- 
ment. Mild thrombophlebitis at the site of in- 
jection developed in a few cases. There were 
no complications of salt retention, emotional 
derangement, gastric ulcer or activation of 
tuberculosis. No skin burns resulted from the 
solution of nitrogen mustard, although a num- 
ber of times some of the solution came into 
contact with the skin of the patient’s arm or 
ran onto the physician’s hand, and was merely 
washed off under running water for a few 
moments, or washed off with a face cloth when 
the injection had been completed. 

Since the program of treatment comprised 
three substances, it is impossible to judge 
their individual action. Each one alone has 
some value in metastatic cancer. Thorn" sug- 
gested that corticosteroids decrease reaction 
in the tissues surrounding a neoplasm with- 
out having a direct effect on the growth itself, 
and this action could explain the decrease in 
pain that sometimes results. The chlortetra- 
cycline, being a wide-spectrum antibiotic, by 
suppressing and helping to destroy neighbor- 
ing infection can help such symptoms as oc- 
cur in pneumonitis associated with lung can- 
cer, for example. 

How much of the improvement is psycho- 
logic is unknown, but I suspect a large part 
of it is. Many unrelated substances have been 
found to be helpful and each has had its advo- 
cates: Coley’s toxin, KREBIOZEN®, antireticular 
cytotoxic serum, AMINOPTERIN®, preopterin. 
hemisulfurs, triethylene thiophosphoramide, to 
mention a few. This suggests that faith and 
hope are the principal agents at work, for the 
treatment is impressive and the discouraged 
patient feels that at last here is something 
that may cure him. To evaluate this factor 
properly, a control series treated similarly but 
with placebos would be required, and to my 
knowledge such a research project has never 
been undertaken. 
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Conclusions 


In the palliation of far-advanced metastatic 
cancer the combination of nitrogen mustard 
with chlortetracycline and prednisone gives 
fewer side reactions than does nitrogen mus- 
tard used alone. Whether or not the results are 
better is questionable and not definitely set- 
tled by this study, but the clinical impression 
is that results are a little better. The majority 
of treated cases showed no to slight improve- 
ment, a few moderate improvement, none 
marked improvement, and in a few the im- 
provement was both subjective and objec- 
tive. There was no evidence that life was pro- 
longed in any case. Hence, it is not sufficiently 
efficacious to warrant a patient’s being put 
to extra trouble or expense to obtain this treat- 
ment. However, if he is already in a hospital, 
as might be the case if he were convalescing 
from an operation, a trial of therapy with one 
course is justifiable, with repetition only if 
sufficient benefit accrues and side reactions 
are minimal. Nitrogen mustard, at least in its 
present form, is not a substitute for surgery 
or radiation therapy, and should be prescribed 
only when all other forms of therapy have 
been used to their limits. There is a beneficial 
placebo effect, but one may achieve this with 
less toxic substances. We hope that more effec- 
tive chemotherapeutic agents will be found. 
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DIAGNOSTIC CLINIC 


Recurrent Operations on 
the Biliary Tract 


RICHARD B. CATTELL 


Department of Surgery, Lahey Clinic, Boston 


Operations on the 
gallbladder and the 
bile ducts are among 
the most common ab- 
dominal procedures. 
The results of this bili- 
ary tract surgery are 
excellent if, first, the 
operative indications 
are clear and stones are 
present and, second, RICHARD B. CATTELL 
the operation is com- 
pletely and correctly done. Under such cir- 
cumstances the complications are minimal, 
and the operative mortality can be maintained 
around | per cent with the rate increasing 
somewhat with advancing age. Unfortunately. 
such good results are not always achieved, 
and secondary procedures become necessary 
at times for recurrent or persistent symptoms. 
I wish to discuss briefly some of the problems 
presented by patients who have continuing 
symptoms. 

First to be considered is the over-all pic- 
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ture of gallbladder surgery as reflected in a 
study of a consecutive series of cases from 
1950 to 1953 inclusive at the Lahey Clinic 
and reported by Coleock and McManus.’ In 
a group of 1,356 patients operated on during 
these years, excluding those patients with stric- 
ture of the bile ducts or cancer, 859 had chole- 
cystectomy, with a mortality of 0.9 per cent. 
In 435 additional patients choledochostomy 
was considered necessary and carried out at 
the same time as cholecystectomy, an_inci- 
dence of exploration of the common duct of 
32 per cent. The operative mortality follow- 
ing this combined procedure was only slightly 
mcreased to 1.1 per cent. Sixty-two patients, 
or 4.7 per cent of the total, had secondary pro- 
cedures on the biliary tract because of recur- 
rent symptoms. It is interesting to note from 
our figures that 7 of the 327 patients who 
were over 60 years of age died, resulting in a 
mortality which was doubled. One-fourth of 
the deaths occurred in patients who had chole- 
cystectomy combined with other major proce- 
dures, and one-half of the deaths occurred in 
jaundiced patients. 

Cholecystostomy is rarely employed but 
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may be indicated in the poor-risk patient with 
perforation of the gallbladder or localized ab- 
scess. Under certain circumstances it becomes 
a lifesaving procedure. Most patients having 
simple drainage of the gallbladder will later 
require cholecystectomy at an elective time. 

In order to decrease the necessity for sec- 
ondary procedures on the biliary tract, one 
must have definite and clear indications for 
exploration of the common bile duct. In ear- 
lier series of disease of the biliary tract that 
we have reported, the common duct was ex- 
plored in approximately 45 per cent of all pa- 
tients, and common duct stones were recovered 
in 18 to 20 per cent. More recent experience 
indicates that patients with gallbladder dis- 
ease are coming to surgery earlier and that 
indications for exploration are less commonly 
encountered; this has resulted in a decreased 
incidence of choledochostomy to 32 per cent. 
Demonstrable physical changes in the extra- 
hepatic biliary ducts, as evidenced by dilata- 
tion, thickening and palpable stones, were the 
commonest indications for exploration, occur- 
ring in 56 per cent of cases. A history of jaun- 
dice or elevation in the serum bilirubin was 
the next most frequent indication, occurring 
in 42 per cent of cases. The finding of small 
stones in the gallbladder with a patent cystic 
duct led to exploration in an appreciable num- 
ber of cases. In some patients multiple indica- 
tions were present. 

The commonest cause of symptoms persist- 
ing after cholecystectomy is the presence of 
concomitant conditions that may go unrecog- 
nized. Thus, diaphragmatic hernia, peptic ul- 
cer, functional indigestion, renal calculus, pan- 
creatitis or functional condition of the colon 
is frequently responsible for the so-called 
postcholecystectomy syndrome, rather than ac- 
tual lesions within the biliary tract itself. In 
order to avoid unsatisfactory results in these 
cases, complete preoperative studies should be 
carried out more frequently, even when the 
presence of stones has been established, except 
for the patients with typical biliary colic. It is 
essential to perform careful and complete ab- 
dominal exploration at the time of the opera- 
tive procedure. In addition, there should be 
adequate postoperative medical treatment of 
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both the functional and organic concomitant 
conditions. 

As previously mentioned, subsequent opera- 
tive procedures on the biliary tract become 
necessary due to a number of circumstances: 
previous cholecystostomy, retained stones in 
the cystic duct stump or remnant of gallblad- 
der, overlooked or re-formed common duct 
stones, fibrosis of the sphincter of Oddi, un- 
recognized benign or malignant tumors, neu- 
romas of the cystic nerve, sclerosing chole- 
dochitis and, finally, traumatic strictures of 
the ducts. Two of these conditions will be il- 
lustrated with case reports. We are indebted 
to Dr. Cross and Dr. Pipik of the Veterans 
Hospital for the presentation of these two 
patients. 

The first patient is a 76 year old man who 
has had recurrent and persistent common duct 
stones. He was first admitted to the Veterans 
Hospital May 17, 1954, because of chills, 
fever, anorexia and weakness of only three 
weeks’ duration. This history is probably in- 
complete because, based on subsequent find- 
ings, he must have had trouble with the biliary 
tract for a great many years. Shortly before 
admission he had an attack of pain in the 
right upper quadrant without radiation. He 
had noticed dark urine and light yellow stools. 
On examination he showed evidence of con- 
siderable weight loss. His sclerae appeared 
icteric. The liver showed some enlargement 
with a sharp, tender edge. His white blood cell 
count was 15,000 with 84 per cent polymor- 
phonuclear leukocytes. He was treated con- 
servatively, utilizing gastric suction, suppor- 
tive therapy and streptomycin. This treatment 
was continued over a period of two weeks, 
following which a cholecystogram was done 
which did not visualize the gallbladder. Sub- 
sequently an intravenous CHOLOGRAFIN® study 
showed multiple calculi within the gallbladder 
and marked dilatation of the common duct. 
He was operated on June 2, 1954, and the 
gallbladder was found to contain stones. The 
common duct was markedly dilated and nu- 
merous stones could be palpated within it. 
Cholecystectomy and choledochostomy were 
performed; after removal of the common duct 
stones an operative cholangiogram was taken 
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utilizing the T tube and the duct was thought 
to be clear. In September 1954 he was again 
admitted with signs and symptoms of common 
duct obstruction, and reoperation, exploring 
the common duct, led to the recovery of a 
number of large stones. Transduodenal ex- 
ploration of the papilla of Vater was carried 
out and a sphincterotomy performed. This is 
a very important step in many patients being 
operated on for persistent or recurrent com- 
mon duct stones. 

We have recently reviewed our experience 
with a group of 100 consecutive cases in which 
narrowing of the lower end of the common 
duct, due to fibrotic changes in the sphincter 
of Oddi, was found.’ In 73 of these cases, suf- 
ficient narrowing was present to require trans- 
duodenal sphincterotomy. The opening was 
under 3 mm. in size and fibrosis was demon- 
strated by biopsy in many of them. Twenty-six 
patients had forcible dilatation of the sphinc- 
ter utilizing the graduated Bakes dilators. One 
patient had anastomosis of the common bile 
duct to the duodenum, and one of the patients 
who was not relieved by dilatation subsequent- 
ly had choledochojejunostomy. As demon- 
strated by this experience, it becomes neces- 
sary to determine whether fibrosis of the 
sphincter is present, particularly in secondary 
operations for common duct stones. 

When sphincterotomy is indicated for bili- 
ary duct obstruction it is always done by the 
transduodenal approach under direct vision. 
Care is taken to identify the entrance of the 
duct of Wirsung to be certain that this struc- 
ture is not injured or obstructed. It is our 
practice to implant a long T tube in the chole- 
dochostomy incision with the lower arm of 
the T tube projecting into the duodenum. This 
is left in place for two months after sphinc- 
terotomy, and preferably for six months when 
forcible dilatation has been done without 
sphincterotomy. 

Two months after the patient’s second op- 
erative procedure a T tube cholangiogram was 
done and numerous stones again were seen. 
Attempt was then made to dissolve the stones 
by instillations of an ether-oil mixture, but 
without success. The patient described severe 
pain accompanying these irrigations and dis- 
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comfort and soreness that remained for a con- 
siderable period after each treatment. 

A third operation was done in November 
1954 and a large stone found in the common 
duct. An adequate opening was found into the 
duodenum as a result of the previous sphinc- 
terotomy. A postoperative cholangiogram 
made on the fourteenth postoperative day 
again showed a stone in the midportion of the 
common bile duct and a number of negative 
shadows in the intrahepatic ducts. In spite of 
this, the T tube was removed and he remained 
symptom-free for a year. Intravenous Cholo- 
grafin visualization of the common duct re- 
vealed the persisting stones and a fourth 
operation was carried out. Postoperative cho- 
langiograms showed no evidence of calculi and 
the T tube was removed before his discharge 
from the hospital. He was admitted for the 
fifth time three days before this meeting com- 
plaining of right upper quadrant pain, some 
episodes of nausea, and recurrence of chills. 
Intravenous Cholografin showed the presence 
of a stone. 

This has been a very discouraging situation 
both for the patient and for his surgeons. With- 
out much question he was re-forming stones 
in his hepatic ducts, and these recurred even 
after relief of stasis by sphincterotomy. What 
can be done at present that will offer this man 
the best chance of avoiding further difficulty 
from the common duct stones? On the basis of 
the most recent cholangiogram, which shows 
the dimension of his bile duct to be approxi- 
mately 30 mm., he should have an anastomosis 
of his common bile duct to a loop of jejunum. 
We would recommend this procedure utilizing 
an antecolic loop of jejunum with a sidetrack- 
ing jejunojejunostomy. If one prefers, utiliza- 
tion of a Roux Y loop would be equally satis- 
factory. In view of the large size of the bile 
duct, this anastomosis could be done without 
the employment of a tube. 

The second patient illustrates one of the 
most serious and all too frequent complica- 
tions of biliary tract surgery. This man was 
60 years of age in January 1947 when he was 
admitted to another hospital because of sore- 
ness in the right upper quadrant, general mal- 
aise of six weeks’ duration, associated with the 
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loss of 25 lb., and with jaundice for two weeks. 
No record is available of his studies in that 
hospital, but I think it can be assumed that 
he had an infectious hepatitis. After a short 
period of observation at that time, nine years 
ago, he was operated on. The operative report 
states that his gallbladder was removed and a 
kink was found in his common duct. No stones 
were present. A bile abscess developed and the 
second operation was performed two weeks 
later, with insertion of a drain to the area. 
Bile drained for a number of weeks and he 
continued to lose weight. Following this the 
biliary fistula closed without the development 
of jaundice. This is a common occurrence 
when persisting biliary fistulas are due to trau- 
matic injury to the bile duct and is a result 
of the spontaneous formation of a hepatico- 
duodenal fistula. After a few months jaundice 
appeared with attacks of chills and fever. A 
third operation was performed in December 
1947 at which time a choledochoduodenos- 
tomy was done over a T tube which was re- 
moved after a short period. Obstructive jaun- 
dice returned and a fourth operation was done 
in November 1948. At this operation the com- 
mon hepatic duct was found to be blocked 
just below the junction of the right and left 
hepatic ducts, so the duodenum was detached 
and the proximal duct dilated and anasto- 
mosed to a loop of jejunum utilizing the Roux 
Y principle. A severe degree of obstructive 
biliary cirrhosis had developed leading to a 
hypocalcemia. He remained in the hospital 
for a period of nine months in 1949, during 
which time compression fractures of the 
twelfth thoracic and first, second and fourth 
lumbar vertebrae were noted. During this ad- 
mission he had one episode of massive gas- 
trointestinal hemorrhage. Gastrointestinal 
hemorrhage is a fairly frequently encountered 
complication in patients with biliary obstruc- 
tive cirrhosis. It is usually due to an associ- 
ated portal hypertension with esophageal vari- 
ces but may also be due to the development of 
a duodenal ulcer, as was shown in this case. 
Three years later the patient was again ad- 
mitted to the hospital because of recurrent ob- 
structive jaundice, and a fifth operation was 
done in June 1952. The hepaticojejunostomy 
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was disconnected and a new anastomosis per- 
formed. For four years he has remained rela- 
tively free of the symptoms of obstructive 
jaundice. 

I think a very important lesson to learn 
from this case is the assiduous care with which 
this man was followed and treated. If these 
patients are permitted to go for any apprecia- 
ble period with obstructive jaundice, there usu- 
ally occurs severe obstructive cirrhosis, port- 
tal hypertension, hepatorenal failure or death 
from hemorrhage. 

This patient has gone four years in a great- 
ly improved condition. | have had the oppor- 
tunity of examining him and reviewing his 
laboratory tests. His liver function studies are 
within normal limits, and there is no enlarge- 
ment of his liver at the present time. 

We have had an extensive experience in 
the management of biliary strictures following 
gallbladder surgery and have operated on over 
650 patients with this condition. The story 
that is usually given by these patients is that, 
following a gallbladder operation, jaundice de- 
veloped within a period of from 48 to 72 hours. 
A second large group of patients have a per- 
sisting biliary fistula without jaundice. When 
either of these situations occurs one should 
not delay further operative intervention. Ob- 
viously the best time to repair an injury to the 
bile duct is at the time of injury. If the injury 
can be recognized at that time and good mo- 
bility of the ductal ends obtained, permitting 
a careful, accurate end to end suture, there is 
every expectation that a satisfactory result 
will be obtained. We prefer a duct to duct 
anastomosis, preserving the function of the 
sphincter mechanism, and this can usually be 
done at the first or second operative interven- 
tion. Discrepancy in size between the proxi- 
mal and distal ducts rarely interferes with a 
satisfactory suture. A considerable number of 
patients, because of multiple operative proce- 
dures or because of an unsatisfactory proxi- 
mal ductal system, require an anastomosis to 
the duodenum or jejunum for relief of the 
obstruction. From our experience, there is a 
higher incidence of later recurrent obstruction 
when anastomosis to the gastrointestinal tract 
has been employed. 


529 


- 
= 
4 
ine 
« 
q 


It is most important to point out that these 
strictures following gallbladder operations are 
preventable. It is essential in carrying out 
cholecystectomy that a full anatomic exposure 
of the ducts and vessels be obtained before 
any structures are divided. It is not enough to 
identify the junction of the cystic duct with 
the common hepatic duct since this will serve 
to protect only this area. The majority of pa- 
tients whom we see with this condition have 
an injury of the common hepatic duct itself 
close to the hilus of the liver. This points out 
the necessity for the identification of the com- 
mon hepatic duct, as well, before the gallblad- 
der is detached from its bed. I should like to 
point out that a patient who has had repair 


of the bile ducts and who develops recurre it 
symptoms should be submitted to further « )- 
eration without undue delay. Finally, in this 

‘brief discussion of secondary procedures on 
the biliary tract, we must not lose sight of tie 
fact that with the proper selection of patients 
for gallbladder surgery and with a satisfactory 
operative procedure, complete relief of symp- 
toms will be obtained. 
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74. CARDIAC ARREST 


Cardiac arrest may occur in one of two forms, ventricular standstill or 
ventricular fibrillation. In ventricular standstill, the heart is contracting 
feebly or not at all. In ventricular fibrillation, there are incoordinate con- 
tractions of individual muscle fibers. In both forms, the heart is ineffective 
in expelling blood. The distinction is important because the treatment of 


the two conditions is different. 


Cardiac arrest is usually discovered through the anesthetist’s inability 
to obtain the patient’s blood pressure level or pulse rate. It is, therefore, 
important for the anesthetist to have a finger on one of the patient’s arteries 
at all times. If the surgeon is working in the abdomen or chest, he can con- 
firm the presence of cardiac arrest by palpating the heart or the aorta. If he 
is not operating in an area where a large vessel is present, he should incise 
the skin or enlarge the incision. If no bleeding ensues, he should assume 
that cardiac arrest has taken place. No time should be wasted in waiting 
for a stethoscopic examination or an electrocardiogram. 


J. H. Kay et al.. Treatment of cardiac arrest occurring during surgery, Journal 
of the American Medical Association, January 19, 1957, pp. 165-167 
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Roentgenographic Diagnosis of 
Biliary ‘Tract Disease 


ROBERT E. WISE 


Department of Radiology, Lahey Clinic, Boston 


The first roentgeno- 
graphic attempts at di- 
agnosis of biliary tract 
disease were made al- 
most immediately after 
the discovery of the 
roentg.u ray in 1895. 
Although several work- 
ers' * were successful 
in detecting densely 
calcified gallstones, ROBERT E. WISE 
these earliest attempts 
were successful on only rare occasions until 
the discovery of the Potter-Bucky diaphragm 
in 1916.” As late as 1912 one textbook of 
radiology dismissed the entire subject of radi- 
ography of the biliary tract with two sen- 
tences, concluding that occasionally the flask- 
shaped shadow of a distended gallbladder 
could be made out and that in exceedingly 
rare instances lime-encrusted calculi could be 
detected.® 

In the second decade after the discovery of 
the roentgen ray, earliest attempts to recog- 
nize biliary tract disease by indirect evidence 


May 1957 


gained through gastrointestinal examinations 
were recorded almost simultaneously in both 
the German‘ and American® literature. The 
diagnosis was based on recognition of adhe- 
sions between the gallbladder and the duo- 
denum, stomach or colon. In 1914. Cole’ per- 
haps reflected the best medical opinion of the 
time in stating that the indirect evidence of 
gallstones or accompanying cholecystitis as 
presented by adhesions involving the stom- 
ach, duodenum or hepatic flexure was of more 
clinical value than the detection of gallstones 
themselves, since the adhesions represented 
evidence of an accompanying infection requir- 
ing surgical intervention while the gallstone 
without infection could remain in the gallblad- 
der for an indefinite period without accom- 
panying symptoms. 

The monumental work of Graham and Cole” 
represented the first great forward step in the 
accurate diagnosis of biliary tract disease. In 
1924, based on the previous work of Able and 
Rowntree who had shown that the phenol- 
phthaleins were excreted in the bile, Graham 
and Cole demonstrated that when phenol- 
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FIGURE 1. Common duct calculus. Oral cholecystogram 
and cholangiogram using Telepaque. Note opacification 
of common duct with abrupt termination (arrow) pro- 
duced by obstructing common duct calculus. 


phthalein containing either iodine or bromine 
was injected intravenously into animals or 
man it was excreted in sufficient quantity in 
the bile, when concentrated in the gallbladder, 
to cast a shadow on a film when exposed to 
the roentgen ray. They first attempted to use 
tetraiodophenolphthalein but found it too toxic 
for use in human beings. Tetrabromophenol- 
phthalein was found to be more satisfactory, 
but later when a purified form of tetraiodo- 
phenolphthalein was obtained this became the 
medium of choice. The visualizing media were 
first administered intravenously.” Shortly 
thereafter, successful visualization of the gall- 
bladder was obtained with oral administration 
of the same compounds.'':'* Both the oral and 
the intravenous methods remained in general 
use until about 1940. Usually oral adminis- 
tration was attempted first; if unsuccessful, 
the intravenous route was used. Side reactions 
were common and frequently severe, however. 
lodoalphionic acid (PRIopAx®), following its 
introduction in Germany in 1940, soon came 
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into universal use.'*''* Side reactions were 
fewer than with tetraiodophenolphthalein aid 
visualization of the gallbladder was generil- 
ly considered superior.'* To some extent this 
compound remains in use today. 

Although an improvement over previous 
compounds, the frequency of side reactions 
with the use of Priodax led to further studies 
for improved cholecystographic compounds. 
In 1951 iodopanoic acid (TELEPAQUE®) was 
introduced.'*'* Clinical evaluation showed 
this compound to produce significantly fewer 
side reactions,’ and, in addition, it was 
found to produce superior gallbladder shad- 
ows. In 1953 triiodoethionic acid (TERIDAX | 
was introduced.”® It, too, produced significant- 
ly fewer side reactions than Priodax but has 
not gained the popularity of Telepaque. In a 
comparison study of Telepaque and Teridax, 
Telepaque appeared to yield a denser gall- 
bladder shadow. 

In addition to having superior cholecysto- 
graphic properties, Telepaque stimulated in- 
terest in oral examination of the bile ducts in 
the noncholecystectomized individual.*' Serial 
films started 10 minutes after ingestion of a 
fat meal by those patients with a well-visual- 
ized gallbladder yield a high percentage of 
visualization of the common duct. The proce- 
dure is of rather limited value, since it is only 
applicable to those cases with excellent con- 
centration of the medium in the gallbladder, 
thus yielding sufficient concentrated contrast 
medium to cast a shadow of the common duc 
It will occasionally permit diagnosis of a com- 
mon duct calculus in the presence of a nor- 
mally functioning gallbladder, as in figure 1. 
If visualization of the gallbladder has not taken 
place, only in rare instances will the common 
duct be visualized and only in those in which 
a low-grade obstruction, either pathologic or 
physiologic, exists in the common duct. 

In 1955 a technic of postcholecystectomy 
oral cholangiography was described by Twiss 
et al.** This was the first significant step in 
visualization of the biliary ducts by the in- 
direct method in the postcholecystectomy pa- 
tient. Inducing a physiologic partial obstruc- 
tion of the common bile duct through the use 
of opiates in conjunction with high doses of 
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Telepaque, these authors obtained visualiza- 
tion of the bile ducts in 72 per cent of 106 at- 
tempted oral cholangiograms. Although an in- 
genious procedure, it was soon eclipsed by the 
introduction of intravenous cholangiography 
with sodium iodipamide (CHOLOGRAFIN® ). 

The introduction of sodium iodipamide as 
BILIGRAFIN® in Germany in 1953 and as Cho- 
lografin in this country in 1954 represents con- 
siderable further progress in visualization of 
the bile ducts before and after cholecystec- 
tomy, thus opening an entirely new field for 
investigation of the physiology and pathology 
of the biliary tract. 


Direct Cholangiography 


Numerous reports and technics concerning 
direct operative cholangiography have ap- 
peared in the literature.***? These reports 
have claimed increased accuracy in diagnos- 
ing common duct calculi at the time of chole- 
cystectomy and a lowered incidence of residu- 
al common duct calculi, and consequently a 
lowered incidence of secondary operations for 
residual calculi. The various technics described 
all depend on injecting a contrast substance. 
usually aqueous rather than oily, into the gall- 
bladder or cystic duct or directly into the com- 
mon duct. It is apparent from the multiplicity 
of reports that any of the contrast substances 
commonly used for intravenous urography is 
satisfactory for operative cholangiography. A 
review of the various technics and contrast 
agents recommended indicates that there is no 
significant difference in results and that any 
of the generally accepted technics will yield 
satisfactory results depending on the skill and 
diligence of the radiologist and other person- 
nel involved. 

Routine operative cholangiography is, how- 
ever, not universally employed. In a recent 
review of 175 cases of choledocholithiasis of 
which 153 were available for a 2 to 12 year 
follow-up, Johnston, Waugh and Good” re- 
ported an incidence of residual calculi in the 
biliary passages of approximately 8 per cent. 
Their review of the literature indicates that 
this compares favorably with the statistics of 
experienced surgeons who employ operative 
cholangiography. 
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At the Lahey Clinic operative cholangiog- 
raphy is used in very rare instances. Our prac- 
tice in this respect has been restated by Cattell 
and Warren” in a recent report on biliary sur- 
gery in which they reviewed the basis of this 
concept. It has been their experience, based 
on certain precepts and practices of biliary 
surgery, that routine operative cholangiog- 
raphy is not necessary or indicated in the vast 
majority of instances. A broad concept of in- 
dications for choledochostomy, including dila- 
tation of the common duct, history of jaun- 
dice, multiple small gallstones, evidence of 
pancreatitis, biliary tract symptoms without 
cholelithiasis, positive or suspicious findings 
on palpation, and sediment in aspirated bile, 
it is believed, allows little possibility of failing 
to perform choledochostomy on a common 
duct that might contain calculi. When choled- 
ochostomy is performed, the practice of prov- 
ing the patency of the sphincter of Oddi, care- 
ful exploration and irrigation of the major 
ducts, adequate mobilization of the duodenum 
and head of the pancreas in difficult sphinc- 
teral dilatations, and transduodenal sphincteral 
explorations, when necessary, is believed to 
yield results at least as accurate as operative 
cholangiography. Coleock and McManus**:** 
in a study of 1,356 patients operated on in 
this clinic for diseases of the biliary tract re- 
ported a difference of only 0.2 per cent in 
mortality between the entire group and those 
undergoing cholecystectomy plus choledochos- 
tomy. This suggests that operative cholangi- 
ography could not significantly influence the 
mortality rate in this procedure for experi- 
enced surgeons. It would therefore appear that 
routine operative cholangiography is not a 
prerequisite to safe, accurate biliary surgery. 


Transabdominal Cholangiography 


In 1944 Royer and Solari*’ described a tech- 
nic of direct injection of the gallbladder with 
a contrast substance through a needle 1 mm. 
in diameter after visualization of the gallblad- 
der with the peritoneoscope. Subsequent ex- 
periences were reported three years later.*' In 
1952 Carter and Saypol** described a technic 
of direct visualization of the biliary tract in 
jaundiced patients by direct needle puncture 
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through the abdominal wall into the dilated 
biliary duct system: This technic has been 
further amplified by Remolar et al.** who, in 
1956, published their results utilizing the tech- 
nic of Carter and Saypol with which they 
achieved filling of the intrahepatic and extra- 
hepatic biliary channels in 20 out of 34 pa- 
tients. It is their contention that the technic 
is of value in confirming a clinical diagnosis 
of obstructive jaundice and that it enables one 
to establish the etiology of the jaundice and 
the site of obstruction. We have had no ex- 
perience with these procedures. 


Oral Cholecystography 


For reasons of low incidence of side reac- 
tions and excellence of gallbladder visualiza- 
tion, our substance of choice for oral chole- 
cystography has been Telepaque. Routinely, 
the patient receives the generally accepted 
dose of 3 gm. the evening before the morning 
on which the examination is to take place. Al- 
though for a long period we asked that the pa- 
tient have a fat-free meal the evening before 
examination, we have recently departed from 
this practice and have found no significant dif- 
ference in degree of opacity or incidence of 
visualization of the gallbladder. On the morn- 
ing of the examination a prone oblique film of 
the gallbladder is made (figure 2a). A right 
lateral decubitus projection film is routinely 
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FIGURE 2. Cholelithias 
The gallbladder is well 
visualized with a sincle 
dose of Telepaque. 4. 
Multiple nonopaque 
ing defects are seen. }. 
Right lateral decubitus 
view shows layering, of- 
fering positive proof of 
cholelithiasis. Upright 
spot film serves the same 
purpose as b. Usually 
films of type a and b are 
sufficient to confirm or 
exclude calculi, but in 
some instances the erect 
spot film is of value. 


made immediately thereafter (figure 2b). In 
the majority of cases, if the gallbladder is 
visualized adequately, these two films are suf- 
ficient for accurate evaluation of the gallblad- 
der. In addition, on occasion, upright spot 
films are made (figure 2c). The lateral decubi- 
tus or upright films possess two very distinct 
advantages; that is, they usually eliminate 
with certainty confusing overlying gas shad- 
ows and, in addition, differentiate overlying 
gas shadows and calculi. 

It has been our experience on many occa- 
sions to see a gallbladder which, with the pa- 
tient in the prone position, shows no positive 
evidence of calculi, but with the patient in 
either the lateral decubitus or the upright posi- 
tion shows calculi either layered in the bile or 
lying in the dependent portion of the gallblad- 
der. With the use of these projections, errors 
of omission and commission have been ex- 
tremely rare and, in addition, the necessity 
for many repeat examinations has been elimi- 
nated. Experience indicates that with these 
projections the diagnosis of calculi is extreme- 
ly accurate, except perhaps for those few in- 
stances in which the calculi are entirely too 
fine to be detected with the roentgen ray. Rou- 
tine use of these positions eliminates the ne- 
cessity of multiple views and materially re- 
duces the number of repeat examinations due 
to equivocal interpretations. 
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Occasionally, a solitary negative shadow 
may be visualized in the prone film, and in the 
lateral decubitus and upright projections it 
may be found to maintain the same relative 
position with respect to the wall of the gall- 
bladder. It is almost invariably true that with 
these three projections a solitary gallstone ly- 
ing free in the bile will shift position consider- 
ably. A failure to shift position indicates either 
a solitary concretion (cholesterosis) on the 
wall of the gallbladder (figure 3) or a pap- 
illoma. These two conditions, in the absence 
of calcification, are indistinguishable by any 
known technic in use today. 

It is not considered necessary to employ 
routinely the fat meal for several reasons. It is 
frequently our custom to perform the chole- 
cystogram and upper gastrointestinal tract ex- 
amination on the same morning. The presence 
of the gallbladder stimulant in the stomach 
detracts from the accuracy and quality of the 
gastric examination. There is, in addition, no 
conclusive proof that sluggish emptying or 
only slight emptying of the gallbladder indi- 
cates pathologic change in the gallbladder, 
and it is also true that the simple lack of con- 
traction of the gallbladder does not give sufh- 
cient indication for surgical intervention. The 
mere fact that the gallbladder concentrates 
dye in adequate quantity for good visualiza- 
tion indicates gallbladder function. On occa- 


FIGURE 3. Cholesterosis. 
Oral cholecystograms uti- 
lizing (a) prone, (b) right 
lateral decubitus and (c) 
erect views. Note solitary 
radiolucent defect which 
maintains same relative 
position with respect to the 
gallbladder. At operation 
this proved to be a soli- 
tary area of cholesterosis. 
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sion it is employed, however, if the various 
projections already described do not com- 
pletely eliminate gas shadows. In some in- 
stances contraction of the gallbladder by the 
fat meal will effectively eliminate these con- 
fusing shadows, and for this reason we do em- 
ploy it at times. In addition, the concentra- 
tion may be slightly increased with its use, 
and this in itself may be helpful in the con- 
firmation or exclusion of calculi. 

In the event of nonvisualization or faint 
visualization of the gallbladder, we routinely 
administer a double dose of Telepaque (6 
gm.) and repeat the examination the follow- 
ing day. Between examinations the patient 
should be maintained on a fat-free diet in or- 
der to allow as much time as possible for con- 
centration of the medium in the gallbladder. 
If a normal diet is given, the gallbladder will 
frequently empty itself several times during 
the course of the day (because of the usual 
fat content) and thus further hinder concen- 
tration of the iodine-stained bile in the gall- 
bladder. 

In the event of nonvisualization of the gall- 
bladder with a double dose (6 gm.) of oral 
dye, one is not justified in making a diagnosis 
of diseased gallbladder from the radiographs 
alone. This, we believe, is only presumptive 
evidence which, in turn, must be carefully cor- 
related with clinical history and investigation 
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as to whether the patient actually ingested 
the tablets, or whether perhaps there was too 
rapid elimination through diarrhea, or possi- 
bly vomiting. Since the availability of Cholo- 
grafin, increasing numbers of these patients 
have been examined by means of the intrave- 
nous method. Our experience indicates that a 
significant number of gallbladders that do not 
visualize with a double dose of oral dye will 
be visualized with Cholografin and in some 
instances will be shown to be apparently nor- 
mal and free of calculi." We have also found 
that failure of visualization of the gallbladder 
with Cholografin in the presence of adequate 
excretion of dye by the liver, as shown by 
visualization of the biliary ducts, almost in- 
variably indicates either cystic duct obstruc- 
tion caused by infection, fibrosis or impacted 
calculi in the duct, or, as we have observed in 
several instances, marked distention of the 
gallbladder secondary to partial common duct 
obstruction. The gallbladder ordinarily should 
visualize within two hours of injection of Cho- 
lografin. In one early case, however, in which 
it did not visualize with Cholografin within 
this two hour period, a film of the abdomen 
made 24 hours after injection showed good 
visualization of the gallbladder. For this rea- 
son it is now our custom, whenever possible, 
to take a picture of the gallbladder area 24 
hours after injection in those cases in which 
the gallbladder does not visualize within the 
usual time after injection of Cholografin. 
Although in some instances in which time 
has been an important factor we have used 
Cholografin without the preliminary oral study, 
we do not recommend it as a routine proce- 
dure. While the time between administration 
of the contrast substance and visualization of 
the gallbladder is distinctly shorter with the 
intravenous method, it is apparent that in the 
ordinary case this does not save time for either 
the patient or the physician conducting the 
examination. The intravenous method neces- 
sitates a longer fasting period for the patient 
than does the oral method and usually a longer 
period of time during which the patient must 
remain in the radiology department. We be- 
lieve that the high incidence of visualization 
of the gallbladder with the oral technic in rou- 
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FIGURE 4. Acute gangrenous cholecystitis with abscess. 
No previous gallbladder surgery. Common bile duct is 
3 mm. The gallbladder was not visualized with the intra- 
venous cholangiogram, indicating probable cystic duct 
obstruction. The common duct is displaced medially and 
has assumed a semilunar curve indicative of pressure 
from the lateral aspect. At operation acute gangrenous 
cholecystitis with abscess formation was found. Abscess 
accounts for displacement of the common duct. 


tine cases justifies its continued use as a sur- 
vey procedure. Although in over 800 injec- 
tions we have experienced no fatalities, and 
none have been reported in the literature to 
date or to the manufacturers,” there is an in- 
herent danger in the intravenous injection of 
any iodine-containing contrast agent: there- 
fore, we do not believe its use is justified as a 
routine procedure. 

In addition to the advantages incidental to 
evaluation of the gallbladder when visualiza- 
tion is not obtained with oral dye, we believe 
that Cholografin should be routinely admin- 
istered to these patients in an attempt to ob- 
tain visualization of the common bile duct 
preoperatively. In many cases excellent vis- 
ualization of the common duct will be obtained 
and it may be seen to be entirely normal, thus 
eliminating the need for either common duct 
exploration or operative cholangiography at 
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FIGURE 5. Chronic cholecystitis, cholelithiasis and fibro- 
sis of the sphincter of Oddi. The gallbladder had not 
been removed. Gallbladder did not visualize following 
injection of intravenous Cholografin, indicating probable 
cystic duct obstruction. The common duct shows gross 
dilatation and abnormal retention at two hours, indica- 
tive of partial obstruction of the distal common duct the 
cause of which is indefinite. Body section radiograph. 
Surgical exploration revealed cholecystitis, cholelithiasis 
and fibrosis of the sphincter of Oddi. Cholecystectomy 
and transduodenal sphincterotomy were performed. 


the time of cholecystectomy (figure 4). Not 
only may this procedure indicate the presence 
of calculi but, equally important, it may also 
detect partial obstructions of the distal end of 
the duct which may be due to impacted cal- 
culi, fibrosis of the sphincter of Oddi (figure 
5), papillae, or tumors. in the distal end of 
the duct or the head of the pancreas. 


Intravenous Cholangiography 


With the introduction of Cholografin into 
this country great impetus has been given to 
the study of the common bile duct after chole- 
cystectomy, especially in those patients pre- 
senting the so-called postcholecystectomy syn- 
drome. Many patients are seen who, following 
gallbladder surgery, complain of either the 
same symptoms which they had experienced 
prior to cholecystectomy or new symptoms 
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referable to the biliary tract. With this com- 
pound, visualization of the biliary ducts after 
cholecystectomy may be obtained in a very 
high percentage of cases. In our early studies 
of 191 patients who had had cholecystectomy, 
visualization of the bile ducts was obtained in 
82.7 per cent of the cases. This figure, how- 
ever, is of relatively little significance, since 
it depends entirely on the selection of patients. 
Correlation of serum bilirubin levels and sul- 
fobromophthalein retention indicates that there 
is relatively little use in attempting the study 
in patients with a serum bilirubin value above 
4 mg. and in those with a sulfobromophthal- 
ein sodium retention above 40 per cent.”* 

The technic of examination is relatively 
simple. The patient is asked to fast from mid- 
night of the evening before the examination 
which is usually carried out early the follow- 
ing morning. Catharsis with 1.5 oz. castor oil 
generally results in effective clearing of the 
gas shadows from the right upper abdominal 
quadrant. Cholografin, 20 cc. of a 52 per cent 
solution, is slowly injected after preliminary 
testing. Over 800 skin tests have been per- 
formed on patients subjected to this examina- 
tion in this clinic, and there appears to be no 
significant correlation between the skin tests 
and the occurrence or absence of side reac- 
tions. Injection of 1 cc. of the solution in- 
travenously, followed by a waiting period of 
several minutes, we believe to be an adequate 
and relatively accurate method of preliminary 
testing. The remaining solution is slowly in- 
jected over approximately a five minute peri- 
od. The first film of the right upper quadrant 
is exposed at the end of 10 minutes. Serial 
films are then exposed usually at approximate- 
ly 20 minute intervals for a two hour period. 
Each film must be viewed by the radiologist 
and adjusted for optimum position and radio- 
graphic technic. 

Since the work of Judd and Mann* in 1917, 
it has been generally accepted that cholecys- 
tectomy results in dilatation of the common 
bile duct. This we have not found to be uni- 
versally true and we have noted marked vari- 
ation in size of the common bile duct after 
cholecystectomy, from 3 to 30 mm. (figure 
6). There appears to be only a rough correla- 
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tion between the size of the common bile duct 
and the presence or absence of obstruction. 
Completely unobstructed ducts have been 
found to range in size from 3 to 15 mm., with 
partially obstructed common ducts to range 
from 8 to 30 mm. Thus, there is a consider- 
able overlap in the two groups of cases with 
57 per cent of 142 common ducts after chole- 
cystectomy in the range between 8 and 15 
mm. in diameter. Some common ducts in this 
group were found to be completely patent and 
others partially obstructed. 

It is thus apparent that in only the range 
from 3 to 8 mm. is size alone an indication of 


FIGURE 7. Impacted com- 
mon duct calculus. a. A 
9 mm. postcholecystec- 
tomy common bile duct. 
Note blunt end of duct 
(60 minute film). b. A 
120 minute film of same 
case as (a) showing ab- 
normal retention of dye. 
In this instance a com- 
mon duct calculus is not 
actually visualized, but 
on the basis of abnormal 
dye retention at 120 
minutes a diagnosis of 
partial obstruction of the 
distal common duct was 
justified. Operation re- 
vealed a calculus im- 
pacted in the ampulla of 
Vater. 
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FIGURE 6a. Normal 8 mm. 
diameter postcholecystec- 
tomy common bile duct. 
No calculi are visualized 
but some gas shadows 
prevent adequate visualiza- 
tion. b. Body section radi- 
ograph effectively elimi- 
nates gas shadows and 
reveals a normal-appearing 
common duct. 


patency of the duct, and in only from 15 to 
30 mm. is size alone indication of partial ob- 
struction of the common duct. A study of 38 
common bile ducts, including those that were 
proved to have partial obstruction and those 
that were found to have no evidence of ob- 
struction, with a review of the films indicated 
a definite relationship between time-density 
and retention.” It appears that in the com- 
pletely unobstructed ducts there is usually a 
marked diminution of concentration of Cholo- 
grafin-stained bile in the common duct by 120 
minutes after the injection. In the partially 
obstructed ducts there is usually no lessenin 
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FIGURE 8. Common bile 
duct stricture. Cholecystec- 
tomy had previously been 
performed. a. Dilated com- 
mon hepatic duct 11 mm. 
in diameter. b. Normal- 
caliber common bile duct 
5 mm. in diameter. c. 
Constricted segment at 
level of origin of cystic 
duct. At operation a small 
probe could not be passed 
beyond point c. Plastic re- 
pair was carried out. 


(From Surgical Clinics of North 
America 35:761 [June] 1956.) 


FIGURE 9. Fibrosis of sphine- 
ter of Oddi in postcholecys- 
tectomy patient. a. 12 mm. 
well-visualized common bile 
duct without evidence of cal- 
culi at 60 minutes. b. A 120 
minute film showing abnor- 
mal dye retention. Explora- 
tion revealed a marked de- 
gree of fibrosis of the sphine- 
ter of Oddi. Transduodenal 
sphincterotomy was done. 


FIGURE 10. Carcinoma of the 
ampulla of Vater. Cholecys- 
tectomy had previously been 
performed. Note 20 mm., 
grossly dilated, faintly vis- 
ualized common duct. Ab- 
normal retention was noted 
at 130 minute’. Surgical ex- 
ploration revealed carcinoma 
of the ampulla of Vater. 
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FIGURE 11. Common duct calculus. Intravenous cholan- 
giogram showing a moderately dilated common duct (11 
mm.). Arrow indicates a partially obstructing calculus. 


in density at the end of 120 minutes and the 
reverse is frequently true: that is, increasing 
density at 120 minutes in comparison with 
60 minute films. We have found this time- 
density retention concept of considerable value 
in predicting partial obstruction of the com- 
mon bile duct from any cause whatsoever. In 
the final analysis it is the obstruction of the 
common duct, whether the obstruction be due 
to calculus (figure 7), stricture (figure 8), 
fibrosis of the sphincter of Oddi (figure 9) 
or ampulla of Vater, papillae or tumor ( fig- 
ure 10), that is responsible for symptoms and 
frequently demands surgical relief. 

Detection of calculi in the common bile 
duct is the most obvious application of intra- 
venous cholangiography. However, since it is 
the obstruction of the duct, whether partial 
or complete, constant or intermittent, that is 
responsible for the symptomatology, it would 
appear as logical to ignore partial obstructions 
of the biliary tract from other causes as it 
would be to ignore partial obstructions of the 
urinary tract from causes other than calculi. 
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The experience of Cattell and Colcock,* 
in a review of 49 cases of fibrosis of th: 
sphincter of Oddi, indicates the importanc: 
of the obstructive factor in evaluation of th: 
common duct. In their cases in which the diag 
nosis of fibrosis of the sphincter of Oddi wa: 
made at operation and definitive treatmen| 
instituted, they reported complete relief oi 
symptoms in 90 per cent. In a more recent 
study** of 102 cases, they indicated excellent 
relief of symptoms in 82 cases, improvement 
in 9 and poor results in 11. In this latter series. 
utilizing the criteria previously described. a 
diagnosis of partial obstruction of the com- 
mon duct had been made in 33 of 36 patients 
whose bile ducts had been visualized by means 
of intravenous cholangiography. 

If calculi are present in the supra-ampullar 
portion of the duct, they usually can be visu- 
alized with proper radiographic technic. In 
this respect, body section radiography has 
considerably enhanced the accuracy of diag- 
nosis or exclusion of the possibility of com- 
mon duct calculi (figure 6). In those instances 
in which the calculi are impacted in the am- 
pulla of Vater, however, they usually cannot 
be seen but do produce an element of obstruc- 
tion, and the diagnosis may be made by ob- 
serving the emptying rate of the duct, as de- 
scribed. In our experience approximately 50 
per cent of the surgically proved calculi have 
actually been visualized (figure 11) with the 
intravenous cholangiogram, and in the remain- 
ing 50 per cent the diagnosis has been made 
on the basis of partial obstruction. 

Intravenous cholangiography is of no value 
in the completely obstructing common duct 
stricture, but the diagnosis in these situations 
is usually not difficult clinically, and the lack 
of visualization is, therefore, not of great sig- 
nificance. It is in the group of patients with 
partially obstructing stricture in whom clini- 
cal diagnosis is difficult that intravenous cho- 
langiography may play a significant role, and 
it is in these equivocal cases which may be 
missed clinically that it is most needed. 

Cystic-duct remnants are visualized with 
regularity, but unless the presence of stone is 
suspected we ordinarily do not consider this 
an indication for surgery (figure 12). 
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The time-density retention relationship does 
not apply in the presence of a gallbladder that 
is visualized to any degree with Cholografin. 
since the gallbladder acts as a “safety valve.” 
and the intraductal pressure does not rise suf- 
ficiently to clear the common duct of Cholo- 
grafin-stained bile. Apparently under these 
conditions the sphincter of Oddi remains 
closed, and the gallbladder and common duct 
remain visualized for an indefinite period of 
time. If the gallbladder has been removed or 
in the case of a so-called “pathologic chole- 
cystectomy” in which the cystic duct is ob- 
structed, preventing visualization of the gall- 
bladder, a normally functioning sphincter of 
Oddi is held open by the constant flow of bile 
through the common duct. Therefore, in only 
the postcholecystectomy common duct or in 
the pathologic cholecystectomy common duct 
is the time-density retention concept of any 
value. 

In many instances the laboratory studies 
are of no help in the diagnosis or exclusion 
of partial obstruction of the common duct. 
McDonough and Wise,” in clinical evaluation 
of the test, indicated that in 18 per cent of 
cases in which visualization was obtained, the 
intravenous cholangiogram alone was respon- 
sible for establishing the diagnosis of com- 
mon duct disease. This represents a substan- 
tial increase in diagnostic accuracy. 

Displacements of the biliary ducts due to 
tumor or distended gallbladder may be noted 
and may supply valuable preoperative infor- 
mation relative to pathologic changes which 
are extrinsic to the biliary ducts (figure 4). 


TABLE 1 


SuRGICALLY Provep Cases SHOWING PARTIAL 
OpstRUCTION OF COMMON BILE Duct 


CASES 
Fibrosis of sphincter of Oddi and ampulla of 


Stricture of common bile duct ............. 
Stricture of common bile duct plus calculi .. 
Stricture of hepatic duct ........... ; 
Carcinoma of pancreas .......... 
Carcinoma of common bile duct .. . 
Carcinoma of ampulla of Vater . 
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FicuRE 12. Calculus in cystic duct remnant. Cholecystec- 
tomy had previously been performed. a. Moderately di- 
lated common bile duct. b. Long cystic duct remnant. 
c. Nonopaque calculus in cystic duct remnant. Abnor- 
mal retention of dye noted at 120 minutes. At operation 
the presence of calculus in cystic duct remnant was con- 
firmed. Small calculus at the distal end of the common 
duct and a partial stricture of the ampulla of Vater were 
also found. Sphincterotomy was performed. 


In actual practice in this clinic surgical ex- 
ploration usually is not recommended for those 
patients showing only minor degrees of ob- 
struction. These patients are first submitted 
to a trial of medical management. If symp- 
toms referable to the biliary passages persist. 
surgical exploration is then advised. Although 
in the vast majority of patients who have 
shown partial common duct obstruction by 
intravenous cholangiography the obstruction 
has been due to either calculi or fibrosis of 
the sphincter of Oddi or both,” there have 
been sufficient early obstructions due to ma- 
lignant disease (table 1) to warrant careful 
observation of these patients for whom sur- 
gery is not recommended immediately. 

In this appraisal and description of the 
technic of cholecystography and cholangiog- 
raphy I have presented technics which | be- 
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lieve can result in a high degree of accuracy 
in the diagnosis of diseases of the gallbladder 
and biliary ducts. 
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Management of Varicose Veins 


CORNELIUS E. SEDGWICK 


Department of Surgery, Lahey Clinic, Boston 


Varicose veins of the 
lower extremities are 
treated most frequently 
for cosmetic reasons. 
Patients note the un- 
sightly veins and seek 
medical treatment even 
though the varicosities 
are asymptomatic. We 
might assume that re- 
moval of varicose veins 
may be prophylactic 
and prevent subsequent 
venous stasis and ulceration. However, in many 
cases of severe varicosities, lymphedema or 
ulcers never develop. A more important con- 
sideration for active management of varicosi- 
ties is the problem of persistent venous stasis 
and chronic lymphedema with secondary ul- 
ceration, whether the pathologic condition is 
secondary to varicose veins alone or to vari- 
cose veins with long-established deep thrombo- 
phlebitis. In either case, with complete re- 
moval of the varicosities the swelling tends to 
decrease and ulcerations heal. 

During the past decade the treatment of 
varicose veins has passed through several 
stages. The object of therapy has always been 
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the same—to remove or obliterate the involved 
veins either by injections or by operation. At 
one time the accepted treatment was high liga- 
tion of the greater saphenous vein and its 
tributaries. Everyone doing this type of sur- 
gery soon noted that it usually was unsatis- 
factory and varicosities remained. 

The next phase was to combine high saphe- 
nous ligation with retrograde injection of a 
sclerosing agent. This improved the results, 
but recanalization of the injected vein as well 
as incomplete obliteration of all existing vari- 
cosities necessitated frequent, multiple local 
injections postoperatively. 

The next step was to omit the retrograde 
injection and combine high ligation of the 
greater saphenous vein with multiple low ex- 
cisions and ligations of the greater saphenous 
vein at the site of communicating vessels be- 
tween the superficial and deep venous systems. 
This was an improvement over the previous 
methods, but many perforating communicat- 
ing vessels were overlooked and_ persistent 
varicosities remained. Furthermore, this meth- 
od involved many incisions which in them- 
selves frequently gave a poor cosmetic effect. 

The next method was to combine high sa- 
phenous ligation with stripping. The entire 
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greater saphenous vein from groin to foot is 
removed, using only groin and lower leg in- 
cisions. This method produces uniformly good 
results but frequently many varicosities per- 
sist, particularly in the posterior aspect of the 
calf, because of involvement of the lesser 
saphenous vein which is not affected by the 
elimination of the greater saphenous vein. 

At present, I believe the best treatment for 
most cases is to ligate and strip both the great- 
er and lesser saphenous systems. If it is not 
possible technically to strip both the greater 
and lesser saphenous veins, then ligation 
should be combined with local excisions of 
the involved segments. Even with this pro- 
gram of removing the greater and lesser sa- 
phenous veins completely, varicosities may re- 
cur in the small superficial veins. This may be 
a source of discontentment and must be ex- 
plained to the patient before operation. 

Surgical treatment of varicose veins has 
fallen into disrepute recently among the laity 
as well as the medical profession. Anyone 
treating varicose veins surgically knows that 
frequently patients will not consent to surgical 
treatment because a friend or member of the 
family has undergone surgical therapy with 
poor results. This, I think, is because of two 
factors: (1) The proper surgical procedure 
was not instituted in the first place (perhaps 
only a high ligation was done instead of strip- 
ping), and (2) the patient was told an opera- 
tion would cure the varicosities and that fur- 
ther treatment would not be necessary. The 
physician should tell the patient that he must 
return to the office at 6 to 12 month intervals 
for checkups and that if any varicosities of 
the small veins recur they can be treated with 
an injection or occasionally with an excision. 
Patients who understand this program usually 
are entirely satisfied with the results. 

If a patient has stasis dermatitis or ulcer 
secondary to varicose veins, it is wise to post- 
pone surgery until the cellulitis subsides. The 
patient should be hospitalized and kept in bed 
with the extremity elevated. If this is impos- 
sible an attempt should be made to heal the 
ulcer with a pressure bandage (figure 1). The 
type of ointment applied locally to a varicose 
ulcer has little to do with its healing. If the 
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varicosities and stasis are eliminated with ; 
pressure bandage, the edema and cellulitis wil! 
subside and epithelization will take place. I! 
an ulcer is present I usually do not attemp! 
excision of the ulcer and grafting until the 
varicosities are eliminated. Frequently, smal! 
ulcers heal rapidly after varicosities are re- 
moved. If ulceration is extensive, it is treated! 
after the removal of all varicosities by wide 
excision of the ulcerated area and application 
of a split-thickness Thiersch graft. 

All patients with varicose vein ulcers that 
have healed should wear elastic support per- 
manently in the form of an acE® bandage or 
elastic stocking, even though all existing vari- 
cosities have been removed. They should sleep 
with the extremity elevated slightly and should 
return for office visits every six months. So 
often, when a varicose vein ulcer has healed 
after surgical treatment and grafting, one will 
see sloughing of the graft and recurrence of 
the ulcer if the patient has not worn an elastic 
support. Most patients who have had varicose 
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FIGURE 1. Simple Ace bandage over sponge rubber pad. 
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FIGURE 2a. Parallel incision 
just below Poupart’s ligament 
for exposure of junction of 
saphenous and femoral veins. 
b. Usual branches encountered 
near junction of saphenous 
veins. c. Segments of saphe- 
nous vein ligated together 
with all tributaries in this 
region. 

(From Swinton, N. W. and Graham, 


F. B., S. Clin. North America 32 :961- 
970 [June] 1952.) 


SAPHENOUS V. 


vein ulcer will observe all instructions to pre- 
vent recurrence of this disabling condition. 


Surgical Procedure 


| prefer to perform high ligation and strip- 
ping under spinal anesthesia. A board is placed 
across the lower end of the operating table so 
that the leg and thigh are abducted and exter- 
nally rotated. This allows better exposure of 
the operative area. The saphenofemoral junc- 
tion is the landmark for making the incision. 
This site is determined by making the inci- 
sion just below the crease of the groin medial 
to the palpable femoral artery (figure 2). The 
superficial fascia is seen as a distinct struc- 
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ture. If it is divided and if the incision is well 
chosen, the greater saphenous vein is found 
in fatty tissue without difficulty. In searching 
for the saphenous vein, one should take care 
not to carry the dissection too deep, thus ex- 
posing the femoral vein rather than the saphe- 
nous vein. The saphenous vein is always super- 
ficial to the deep fascia, and the femoral vein 
is deep to the deep fascia. The deep fascia is 
easily recognized by the absence of any fat 
posterior to it. 

Care is required in exposing the lymph 
nodes associated with the saphenous vein. If 
they are traumatized, lymphorrhea may de- 
velop which will last several days or weeks. 
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FIGURE 3. Stripper introduced from above and passed 
downward and brought out through a small incision just 
anterior to the medial malleolus. Note olive-tip stripper. 


The saphenous vein is completely separated 
from the surrounding fatty tissue and divided 
between clamps. If the dissection is kept close 
to the adventitia of the vein, a plane is en- 
countered in the fat, and the fatty tissue can 
be swept away by a combination of blunt and 
sharp dissection. All tributaries are carefully 
clamped, divided and ligated. The superficial 
external pudendal artery is a good landmark 
indicating the fossa ovalis and the proximity 
of the saphenofemoral junction. The stump of 
the proximal saphenous vein is then doubly 
ligated flush with the femoral vein. 

After ligating the proximal stump I do not 
attempt to pass the stripper into the distal 
segment from above downward. So often the 
valves within the vein obstruct the end of the 
stripper that it is not worthwhile. Attention is 
then turned to the foot where .a small longi- 
tudinal incision is made over the distal end of 
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the greater saphenous vein, just medial to th: 
medial malleolus. The lower end of the sa 
phenous is isolated and divided and an intra 
luminal vein stripper is inserted into the vei: 
up to the groin. Several types of such strip 
pers are available; in my opinion the mos! 
satisfactory one is a flexible stripper (figur: 
3) with a small olive-shaped director on on 
end and a rather large bulb for stripping on 
the other end. Smaller bulbs will allow the 
stripped vein to invaginate on itself and make 
the procedure more difficult. The large end 
appears more traumatic but accomplishes the 
stripping more readily. The vein is doubly 
ligated below the large bulb of the stripper 
and it is then stripped from below upward. 
After the greater saphenous vein is removed 
it may be necessary to apply a sterile Ace 
bandage immediately. 


FIGURE 4. Incision for distal end of lesser saphenous vein. 
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The lesser saphenous vein is best approached 
hy turning the patient face down. It is isolated 
through a small incision placed between the 
calcaneus and the lateral malleolus (figure 4). 
In isolating the lesser saphenous, one should 
he careful not to injure the sural nerve, a cu- 
taneous sensory nerve lying in close apposi- 
tion to the small saphenous vein. Injury to 
this nerve may produce numbness on the dor- 
sum of the foot. The stripper is passed through 
the vein to the region of the popliteal space. 
A second incision is made over the popliteal 
vein, the vein is divided and the lower seg- 
ment is stripped out from above downward. 
Again it may be necessary to reapply a sterile 
Ace bandage. 

Surgical treatment of varicose veins, al- 
though considered a relatively minor proce- 
dure, can be associated with certain hazards, 
as Luke and Miller’ pointed out. The femoral 
vein may be damaged, the femoral artery in- 
advertently ligated. Severe hemorrhage may 
occur. All too often, operating room facilities 
and assistance are inadequate. Poor exposure 
and rough handling of fragile veins result in 
serious venous bleeding, which may lead to 
blind clamping and damage to important 
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neighboring structures. To prevent these dis- 
asters the surgeon should have all the advan- 
tages and facilities of a well-run operating 
room with good light and proper assistance. 

Knowledge of the regional anatomy, the 
saphenous vein and its tributaries, the rela- 
tion of the saphenous vein, femoral vein and 
artery, and the relationship of the fossa ovalis 
to the deep fascia is imperative. Dissection 
must be scrupulous. If severe hemorrhage is 
encountered it should be controlled with pres- 
sure. The patient should be checked for proper 
anesthesia, and blood for transfusion should 
be available. If there is excessive bleeding in 
the groin, the wound should be carefully ex- 
plored through an enlarged incision with ade- 
quate exposure. A bleeding tributary can be 
isolated and ligated. A tear in a femoral vessel 
should be repaired rather than ligated. 

With these precautions we have obtained 
good results in the treatment of varicose veins 
of the lower extremities. 


REFERENCE 


1. Luke, J. C. and Mutter, G. G.: Disasters following the operation 
of ligation and retrograde injection of varicose veins. Ann. Surg. 
127 426-431 (March) 1948. 


547 


Diagnosis and Treatment of 
Pancreatic Disorders 


KENNETH W. WARREN 


Department of Surgery, Lahey Clinic, Boston 


ConsiDERABLE prog- 
ress has been made in 
recent years in the rec- 
ognition and treatment 
of pancreatic disease. 
Despite this progress, 
however, many un- 
solved problems re- 
main. It is necessary, 
therefore, to review 
from time to time the 
status of our knowl- 
edge with respect to 
pancreatic disease. In a clinic such as ours, 
there is an opportunity to observe a diversi- 
fied pattern of pancreatic pathologic states and 
to apply and evaluate many of the diagnostic 
and therapeutic methods advocated by many 
sources. 

This communication will represent a sum- 
mary analysis of the experience at this clinic 
with common benign diseases which affect the 
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pancreas. The scope of this discussion does 
not permit a documentation of the many con- 
troversies that exist in this field. 


Acute Pancreatitis 


Acute pancreatitis is a fascinating and be- 
wildering disease. It varies in intensity from 
simple edema to massive necrosis. The accom- 
panying symptoms are equally variable. 

The cause of acute pancreatitis is unknown 


‘ despite the considerable body of opinion which 


still clings to Opie’s’ original concept that re- 
flux of bile through a common pancreato- 
biliary channel secondary to obstruction of 
the ampulla of Vater is responsible for the dis- 
ease. Other factors that have been incrimi- 
nated include obstruction of the pancreatic 
ducts, infection, vascular deficiencies, trauma 
and alcoholic abuse. Despite the plausibility 
of the common channel theory, there are many 
objections to it. It is quite likely that when the 
cause of this condition is known, the role of 
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intrapancreatic obstruction, as emphasized by 
Wainwright,” and bacterial invasion will loom 
large in this ultimate explanation. 

Clinical recognition—lIt is unfortunate that 
there has been woven into the fabric of medi- 
cal literature the strong impression that acute 
pancreatitis is difficult or impossible to recog- 
nize clinically, for this concept undoubtedly 
contributes to the failure to make a correct 
diagnosis in a large number of cases. Acute 
pancreatitis, despite its diversity of clinical 
expression, is readily recognizable if the physi- 
cian will (1) suspect its presence in every 
case of acute upper abdominal pain, (2) be- 
come acquainted with the clinical characteris- 
tics of the disease, and (3) apply early in the 
course of the disease those simple laboratory 
tests that will confirm or exclude the diagnosis 
if utilized within the first 24 to 48 hours after 
onset of the illness. 

Symptoms——The pain of acute pancreatitis 
is epigastric in nature, frequently radiating to 
the back and to the left flank. In the presence 
of pancreatic edema, it is not extreme but is 
characteristically persistent. In the presence 
of pancreatic necrosis, it is one of the most 
severe of abdominal pains. It is characteris- 
tically resistant to average or, on occasion, 
large doses of narcotics. 

Nausea and vomiting occur early in the 
course of the disease, and these symptoms are 
more persistent in cases of pancreatitis than 
in cases of perforated ulcer or those of acute 
biliary colic. 

Owing to the early ileus which frequently 
is segmental and involves the upper part of 
the jejunum or transverse colon, constipation 
and obstipation develop. Associated with these 
symptoms will be varying degrees of abdomi- 
nal distention. It is the association of the per- 
sistent pain with nausea and vomiting and 
subsequent ileus that frequently suggests the 
clinical diagnosis of intestinal obstruction. 
One should be extremely wary of making a 
diagnosis of small bowel obstruction if these 
symptoms occur suddenly in a case in which 
laparotomy has not been performed previous- 
ly. Although obstruction of the’ small bowel 
seems the most likely diagnosis, a serum amyl- 
ase determination should be made in every 
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case in which the aforementioned symptoms 
are present. 

The dominant symptoms of acute pancreati- 
tis will be determined primarily by the sever- 
ity of the pathologic process (whether simple 
edema or acute pancreatic necrosis occurs) 
and of equal importance by the phase that 
exists at the time the patient is interrogated 
and examined. If the patient is seen immedi- 
ately after the onset of an attack of acute pan- 
creatitis, and especially if pancreatic necrosis 
is present, the attack will simulate acute bilia- 
ry colic, acute cholecystitis, a perforated ulcer 
or a coronary occlusion. If the attack is rela- 
tively mild, the symptoms will usually suggest 
biliary colic with the possible exception that 
the pain is more likely to be referred to the 
left side of the abdomen than to the right. In 
cases of severe pancreatitis, the presence of 
a perforated ulcer frequentiy will be suspected. 
If the patient is seen at the end of 24 or 48 
hours after the onset of the disease. at which 
time the symptoms of nausea and vomiting. 
ileus and distention are paramount, intestinal 
obstruction will seem apparent. It is, there- 
fore, extremely important to recognize the 
sequential symptoms of acute pancreatitis in 
order not to be misled into these pitfalls. 

Physical signs—The disparity between the 
severity of the symptoms and the paucity of 
early physical signs constitutes one of the 
keenest guides to the clinical detection of 
acute pancreatitis, for early in the course of 
this disease only deep tenderness in the epi- 
gastrium, the right upper quadrant or in the 
left flank may be present. There may be mini- 
mal or no rigidity of the abdominal wall and 
very little if any rebound tenderness. Later, as 
the process develops, more muscle guarding 
and a greater degree of tenderness become ap- 
parent. The auscultatory signs are character- 
ized by diminished or absent peristalsis, but 
this does not occur as quickly as it does in 
cases of perforated duodenal ulcer. Accumula- 
tion of gas in the upper part of the jejunum 
and the transverse colon is frequently a strik- 
ing feature, even early in the course of the 
illness in those cases in which severe pancreatic 
necrosis exists. A palpable mass is rarely pres- 
ent until after the third or fourth day. and even 
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then it occurs in only about 10 or 15 per cent 
of cases. 

Shock of a severity to be recognized by fall- 
ing blood pressure is likewise uncommon, but 
when it occurs it is a relatively confirmatory 
and ominous sign. Tenderness in the flanks 
and particularly in the left flank points the 
finger of suspicion at the pancreas, and after 
several days a bluish discoloration may appear 
from the extravasation of blood into the retro- 
peritoneal space. This discoloration is invaria- 
bly accompanied by edema and induration; in 
fact, the edema may appear in the absence 
of discoloration. Fever is usually low grade 
during the first few days of the illness, and 
tends to subside as the patient’s condition im- 
proves. If pancreatic abscess occurs, its pres- 
ence will be heralded by the reappearance of 
a septic type of fever. Jaundice of a mild de- 
gree occurs in approximately 25 per cent of 
cases of acute pancreatitis. This jaundice is 
not necessarily related to obstruction of the 
common bile duct either by a common duct 
stone or by edema of the head of the gland. 
Frequently, it is a reflection of an accompany- 
ing cholangitis or hepatitis, and is not, in it- 
self, a guide to therapy. 

Laboratory data—There is a moderate ele- 
vation of the leukocyte count with an increase 
in the percentage of polymorphonuclear leu- 
kocytes, particularly of the more immature 
forms. Hemoconcentration results from dimin- 
ished blood volume, and may incite suspicion 
of the presence of pancreatitis early in the 
course of the disease. Significant elevations of 
the urinary and serum amylase confirm the 
diagnosis. A variety of simple methods for the 
determination of the value for the serum amyl- 
ase has been reported. Each laboratory finds 
its own range of normal values with the par- 
ticular test employed. In our experience, it is 
best not to regard an elevation of the serum 
amylase as indicative of acute pancreatitis un- 
less that value is two or three times the nor- 
mal value for that particular laboratory. We 
do not believe that it is necessary to determine 
the urinary amylase routinely, but this test 
may have some superiority in those cases in 
which the opportunity to examine the amylo- 
lytic activity is delayed beyond 48 hours after 


550 


the onset of the condition. Under these ci: 
cumstances, it may be true that the elevatio:, 
of the urinary amylase will persist after th. 
value for the serum amylase has returned to 
normal. 

Glycosuria and hyperglycemia occur in 
some cases of acute pancreatitis. The precise 
incidence is not known because no series has 
ever been studied sufficiently in this respect. 
Disturbance in glucose metabolism, however. 
is sufficiently common that it should be 
searched for in every case of acute pancreati- 
tis. Although the disturbance may not appear 
immediately after the onset of the disease, its 
presence may go undetected and the acute dia- 
betes may contribute significantly to the out- 
come. Permanent diabetes may result. Needle 
aspiration of the peritoneal cavity may reveal 
the presence of serosanguineous fluid, show- 
ing a high amylolytic activity. 

The concentration of serum calcium occa- 
sionally is decreased owing to the deposit of 
calcium secondary to the saponification of 
fat resulting from the escape of lipase. The 
amount of calcium removed from the circu- 
lating blood in this manner may be large and 
may lead to the clinical manifestation of teta- 
ny. The decrease in the concentration of serum 
calcium usually is delayed, and does not be- 
come manifest until the fifth to tenth day after 
the onset of the illness. If a decrease in the 
value for the serum calcium is evident at the 
end of this interval, it is of value in confirm- 
ing the diagnosis, and, if the value for the 
serum amylase is less than 7 mg. per 100 cc., 
it usually signifies a very poor prognosis. 

Roentgenologic aspects—Because of the se- 
verity of the illness, it rarely is wise to make 
an intensive roentgenologic examination in a 
case of acute pancreatic necrosis. Roentgeno- 
logic examination has demonstrated that the 
duodenal loop is widened and that the medial 
surface of the duodenal mucosa is smoothed 
out. There may be elevation or distortion of 
the stomach or the transverse colon. Probably 
the most reliable early roentgenologic mani- 
festation of acute pancreatitis is the segmental 
ileus involving the upper part of the jejunum 
or transverse colon, as mentioned previously. 
It is sometimes surprising how early in the 
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course of the disease this ileus may be appar- 
ent if a plain roentgenogram of the abdomen 
is made. Elevation of the left portion of the 
diaphragm may be demonstrated. There may 
be, at a later date, haziness of the diaphragm 
with accumulation of fluid either beneath the 
leaflet or within the thorax. On rare occasion, 
a pancreatic cyst or abscess may insinuate it- 
self into the inferior mediastinum and present 
a bizarre roentgenologic picture. 

Too much emphasis should not be placed 
on the roentgenologic manifestations of acute 
pancreatitis since they are not uniformly pres- 
ent and are nonspecific. In many cases, the 
patient is too ill to be submitted to any de- 
tailed examination by this method. The pres- 
ence of ileus, while helpful if properly inter- 
preted, can also constitute a pitfall since it 
may suggest the diagnosis of mechanical ob- 
struction of the intestine and may lead un- 
necessarily to abdominal exploration. 

Electrocardiographic changes—Gottesman, 
Costen and Beller* have described electrocar- 
diographic changes which they observed in 
cases of acute pancreatitis. With the present 
state of our knowledge, these changes are non- 
specific. 

Differential diagnosis—Acute pancreatitis 
must be distinguished from biliary colic, acute 
cholecystitis, perforated peptic ulcer, intesti- 
nal obstruction, coronary occlusion and mes- 
enteric thrombosis. While at times there is no 
absolute method of distinguishing acute pan- 
creatitis from these conditions, the incidence 
of correct diagnoses of acute pancreatitis will 
parallel (1) the index of suspicion of its pres- 
ence, (2) an awareness of the clinical mani- 
festations of the disease by the examining 
physician, and (3) the frequency with which 
the values for the serum and urinary amylase 
are determined in cases in which severe pain 
occurs in the upper part of the abdomen. In 
cases in which pain persists in this region, 
the presence of acute pancreatitis always 
should be suspected, particularly if the pain 
is referred to the back or to the left side of the 
abdomen, if it is accompanied by persistent 
nausea and vomiting, and if it is intractable 
to administration of the usual narcotics. 

Complications—The complications that 
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should be anticipated and searched for include 
pancreatic abscess, pancreatic cyst, massive 
gastrointestinal hemorrhage, diabetes mellitus, 
hypocalcemia, and, rarely, internal and exter- 
nal pancreatic fistulas. 

Treatment—lt is generally agreed that the 
treatment of acute pancreatitis should be sup- 
portive and nonsurgical unless complications 
occur. The election of medical treatment for 
acute pancreatitis presumes that an accurate 
diagnosis has been made beyond a reasonable 
doubt. If the diagnosis is questionable after 
an analysis of the history and the physical 
and laboratory findings, an exploratory lapa- 
rotomy should be done since the conditions 
with which acute pancreatitis is commonly 
confused are amenable to surgical treatment. 
The treatment of acute pancreatitis includes: 

1. Relief of pain. DEMEROL®, administered 
in doses of 100 to 150 mg., is superior to mor- 
phine and should be employed in most in- 
stances. If the pain cannot be controlled in 
this manner, the epidural administration of 
a l per cent solution of procaine hydrochlo- 
ride, either continuously by the drip method 
or by intermittent injection, will be useful. 
This method of administration will not be re- 
quired in many cases, but it should be kept in 
reserve. If facilities for the administration of 
procaine hydrochloride in this manner are not 
available, paravertebral and splanchnic injec- 
tions may prove beneficial. 

2. Restoration and maintenance of normal 
blood volume and electrolyte balance. Hemo- 
concentration and diminution of blood volume 
occur early in the course of the disease. The 
blood volume should be restored by the ad- 
ministration of large doses of serum albumin 
and by appropriate parenteral administration 
of solutions containing sodium chloride, dex- 
trose and potassium. The precise amount that 
should be administered should be judged by 
serial determinations of the values for these 
substances in the serum. In this respect, it 
should be borne in mind that the patient will 
become anemic within two or three days, and 
should receive blood transfusions as indicated 
at that time. 

3. Prevention of distention. The ileus that 
accompanies acute pancreatic necrosis con- 
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stitutes one of the most intractable forms of 
ileus. Its development should be anticipated, 
and a Miller-Abbott tube should be inserted 
beyond the duodenum as soon as possible after 
the patient is admitted to the hospital. After 
the Miller-Abbott tube has been well advanced 
into the small intestine, it also may be neces- 
sary to insert a Levin tube into the stomach 
for gastric decompression. 

4. Prophylaxis against suppuration. This 
should be employed early in the course of the 
disease. One of the broad-spectrum antibiotics 
generally should be given in large doses. 

5. Suppression of pancreatic secretion. The 
parenteral administration of large doses of 
PRO-BANTHINE® is employed empirically for 
this purpose, but the value of such medication 
is theoretical. 

6. Treatment of disturbances of glucose 
metabolism. These disturbances also should 
be anticipated. Adequate amounts of insulin 
should be administered if significant hyper- 
glycemia develops. 

7. Treatment of hypocalcemia. As _previ- 
ously mentioned, the development of hypo- 
caleemia should be anticipated in 5 to 10 
days after the onset of the disease. If this 
complication develops, 10 cc. of a 10 per cent 
solution of calcium gluconate should be ad- 
ministered intravenously twice a day. 

8. Administration of cortisone. The use of 
cortisone has been advocated, but its value, 
if any, is still debatable. Since there is no 
good objective way to determine when a pa- 
tient needs this therapy, it is perhaps best not 
to use it indiscriminately. If peripheral col- 
lapse occurs and does not respond to other 
supportive measures, the administration of 
cortisone may be indicated. 

9. Daily reappraisal of the patient. A day- 
to-day reappraisal of the patient should be 
made in order to determine whether surgical 
intervention is necessary for the drainage of 
pancreatic abscesses or cysts. The presence of 
either of these complications is generally her- 
alded by a recrudescence of pain and fever 
after an initial phase of improvement. The 
rise in temperature tends to be intermittent, 
and a mass frequently will occur either in the 
epigastrium or in the flank. Edema, indura- 
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tion and discoloration detected in either o 
both flanks indicate gross destruction of pai 
creatic parenchyma and suggest an avenue o: 
surgical approach. In some cases, drainin 
a pancreatic collection through the flank ha- 
the following advantages over transabdomina: 
drainage: It can be accomplished with les. 
anesthesia, without intra-abdominal manipu- 
lation, and with a greater chance of success. 

Mortality—The mortality rate of acute pan- 
creatitis varies with the type of pathologic 
involvement. In the presence of pancreatic 


‘edema which does not proceed to pancreatic 


necrosis, the mortality rate is negligible. In 
the presence of massive destruction of the 
pancreatic parenchyma, the mortality rate will 
vary from 10 to 50 per cent. If all patients 
with pancreatic necrosis were operated on 
early in the course of the disease, the mor- 
tality rate would be extremely high. If, on 
the other hand, the patient passes through 
the initial phase and then experiences a period 
of stabilization or improvement, only to show 
a recrudescence of symptoms and a septic type 
of temperature, the surgical treatment under 
these conditions will diminish the ultimate 
mortality rate. The two common errors that 
are made in the management of acute pan- 
creatic necrosis are (1) operating before lines 
of necrotic demarcation have been accom- 
plished, and (2) delaying operation too long 
after the septic manifestations have appeared. 
The timing of surgical intervention in the 
presence of pancreatic abscess is decisive in 
the control of mortality. Only rarely will the 
necrotic pancreatic material be evacuated 
spontaneously. The toxemia associated with 


absorption from these accumulations is severe 


and may be accompanied by acute psychotic 
episodes. 


Chronic Relapsing Pancreatitis 


The term chronic relapsing pancreatitis re- 
fers to a clinical syndrome characterized by 
recurrent attacks of upper abdominal pain as- 
sociated with variable degrees of acinar and 
islet dysfunction and followed by certain se- 
quelae. Chronic inflammatory processes 
volving the pancreas have been recognized for 
many years, but more recently it has been 
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shown that these several aspects are but sepa- 
rate phases of a continuing pathologic process 
which may lead from acute pancreatic edema 
or necrosis to progressive fibrosis, atrophy 
and, ultimately, to calcification. Thus, the 
clinical manifestations of chronic relapsing 
pancreatitis are numerous and varied. 

Etiology—The cause of chronic relapsing 
pancreatitis is unknown. What is known is that 
it affects men twice as commonly as women. 
While it may occur at any age, it has its onset 
most commonly between the ages of 20 and 
50 years. Trauma to the pancreas sufficient 
to divide the major pancreatic duct is capable 
of producing chronic relapsing pancreatitis 
that in its clinical manifestations is indistin- 
guishable from the spontaneous variety. It 
would appear that this type of pancreatitis 
results from division of the major duct and 
with ultimate obstruction of the duct at the 
point of severance. 

There appears to be a definite relationship 
between the excessive use of alcohol and the 
incidence of chronic relapsing pancreatitis. 
This is reflected in an analysis of cases of 
proved chronic relapsing pancreatitis in which 
20 to 40 per cent of those individuals afflicted 
showed a strong alcoholic tendency, and also 
by an analysis of patients in the alcoholic 
wards of a large city hospital where the in- 
cidence of both acute and chronic relapsing 
pancreatitis is much higher than the incidence 
in the general population. 

Cholelithiasis is associated with chronic re- 
lapsing pancreatitis in approximately one-third 
of the cases. The relationship of this associa- 
tion, however. is less obvious. In many in- 
stances, the gallstones occur after the chronic 
relapsing pancreatitis has been manifest. 

As is the case in the theoretical considera- 
tion of the cause of acute pancreatitis, so also 
is the common pancreatobiliary channel in- 
criminated in chronic relapsing pancreatitis. 
The objections to this theory are, of course, 
numerous. In our own material, it has been 
observed that in at least 12 per cent of the 
cases in which the relationship of the duct of 
Wirsung to the common bile duct has been 
evaluated, there was no common channel. In 
many additional cases it has been observed 
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that a surgical procedure which would no 
longer permit a common channel to exist has 
not been uniformly successful in the manage- 
ment of the disease. 

The role that infection may play in the ori- 
gin or progression of chronic relapsing pan- 
creatitis has not been determined, but it is 
conceivable that inflammatory reactions in 
the duodenum or common bile duct or even 
hematogenic infection may contribute to the 
origin or continuation of chronic relapsing 
pancreatitis. 

Pathology—The pancreas presents a varia- 
ble picture. The gland is generally pale, in- 
durated and enlarged: the body and neck of 
the gland are rounded rather than prismatic, 
and the edges are usually indistinct on inspec- 
tion but are easily determined by palpation. 
The tail of the pancreas is foreshortened and 
withdrawn from the hilus of the spleen. Fre- 
quently, the duct of Wirsung is grossly di- 
lated, and microscopically there is obstruc- 
tion of the ducts in most instances. Our current 
concept with respect to the basic pathology 
of chronic pancreatitis is that intrapancreatic 
obstruction exists in almost all the cases and 
is responsible for the symptoms. 

Symptoms—The outstanding symptom of 
chronic relapsing pancreatitis is abdominal 
pain. The pain is usually epigastric, severe 
and progressive. Most of the patients have had 
one attack of typical acute pancreatitis, and 
their subsequent attacks tend to become more 
frequent and more severe. Anorexia, nausea 
and vomiting are frequent accompaniments, 
and invariably lead to significant weight loss. 
Various digestive disturbances occur, includ- 
ing constipation, diarrhea, steatorrhea and 
creatorrhea. Jaundice of low intensity and 
frequently of intermittent character occurs in 
about 20 per cent of cases. The jaundice as- 
sociated with chronic relapsing pancreatitis 
rarely assumes medium or severe intensity. 
Signs of diabetes mellitus are common, and 
diabetes can be demonstrated to be present 
in even a larger number of patients if glucose 
tolerance tests are carefully performed. 

Physical signs—In the chronic phase of the 
disease, between acute attacks there are prac- 
tically no positive physical findings. During 
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the acute phase, tenderness in the epigastrium 
and in the flanks may be observed. In the 
more chronic phase, after complications have 
occurred, a palpable mass may be observed 
in the epigastrium or the left subcostal region. 
During a particularly severe exacerbation, all 
of the signs and symptoms of acute pancreatic 
necrosis may be evident. 

Laboratory data—The significance of lab- 
oratory findings in the diagnosis of chronic 
relapsing pancreatitis has been overempha- 
sized. With the exception of acute exacerba- 
tions in the early course of the disease, the 
concentration of serum amylase is rarely ele- 
vated. Only 27 per cent of patients observed 
at the clinic have had elevation of serum 
amylase at the time they were studied here. 
The demonstration of diminished pancreatic 
secretion in response to intravenous adminis- 
tration of secretin is not sufficiently reliable 
to justify this elaborate and technically de- 
manding test. Alterations in glucose metabo- 
lism, on the other hand, are extremely impor- 
tant and glucose tolerance tests should be done 
in every case in which the presence of chronic 
relapsing pancreatitis is suspected and in cases 
in which the disease is known to be present. 
Excess fat or undigested meat fibers in the 
stool are demonstrated in a limited number 
of cases, but this finding is quite helpful when 
positive. Leukocytosis occurs only during the 
acute exacerbations. 

Roentgenologic aspects of chronic pancrea- 
titis—Careful roentgenologic studies can be 
extremely revealing in the detection of this 
condition. Roentgenograms made following a 
barium meal may show widening of the duo- 
denal loop with ironing out of the medial 
mucosal border, and pressure phenomena in- 
volving the distal end of the stomach, the 
duodenum and the transverse colon. The duo- 
denojejunal angle may be depressed. In the 
anteroposterior view, the stomach may be dis- 
placed anteriorly. The duodenum may become 
distorted or partially obstructed. 

The presence of pancreatic stones confirms 
the diagnosis. Stones have been present in 
approximately one-third of the cases of chron- 
ic pancreatitis observed at the clinic. These 
stones may be solitary, which is rare, or mul- 
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tiple. They may involve any segment of t e 
pancreas. The stones are always within e; \- 
thelial-lined cavities, and are most frequent y 
in the major or tributary ducts. It is believed 
that the stones are the result and not the p:i- 
mary cause of obstruction. With stagnation 
of pancreatic secretion, calcium carbonate (s 
deposited. Usually, the point of obstruction 
is proximal, near the papilla of Vater. Fol- 
lowing the deposition of this stone, which 
generally is of greater size than the stones im- 
mediately surrounding it, small stones are de- 
posited distal to this point of obstruction and 
lead ultimately to diffuse deposits of calcium 
within the smaller ducts and acini. 

It should be emphasized that spontaneous 
pancreatitis, both acute and chronic, may lo- 
calize in any segment of the gland. The distal 
half of the pancreas may be involved to the 
exclusion of the proximal segment. In most 
cases of pancreatic stone an initial deposit 
will be evident near the ampulla of Vater, and, 
in serial roentgenograms made over a period 
of months, the subsequent deposit of stones 
distally may ultimately outline the complete 
configuration of the pancreas. These stones 
have a density comparable to that of the bones 
of the digits, and are usually easy to detect. 
When few of these stones are present, it may 
be impossible to say with certainty that they 
involve the pancreas. It will be helpful in this 
regard to study the areas of calcification after 
the administration of a barium meal which 
may tend to locate more precisely the stones 
within the pancreas. 

Complications—The complications that may 
accompany chronic relapsing pancreatitis in- 
clude diabetes mellitus, pancreatic cysts, pan- 
creatic abscesses, hemorrhage, pulmonary tu- 
berculosis, portal hypertension and_ biliary 
cirrhosis. In our experience, chronic relapsing 
pancreatitis occurs in conjunction with duo- 
denal ulcer in 15.8 per cent of cases. This 
does not imply that the duodenal ulcer is a 
complication of the chronic relapsing pancrea- 
titis, and it is not intended to suggest that the 
chronic pancreatitis is due to the duodenal 
ulcer, although the latter is perhaps more 
plausible than the former. It is quite possible 
that the two diseases merely have some com- 
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TABLE 1 


CLINicaL FEATURES IN 126 Cases OF CHRONIC 
RELAPSING PANCREATITIS 


CASES 


CLINICAL FEATURES 
Number | Per cent 


Loss of weight (10 to 70 Ib.) 


126 | 100.0 
Pancreatolithiasis . 7 37.3 
Pancreatic cysts 45 35.7 
Alcohol abuse 35 eed 
Elevated serum amylase . . 34 27.0 
Diabetes ...... | 29 23.0 
Narcotic addiction 24 19.0 
Jaundice ......... 23 18.2 
Associated duodenal ulcer 20 15.8 
Pancreatic deficiency | 143 


mon etiologic background. It is important, 
however. to recognize this association because 
the treatment may be modified by the exist- 
ence of both these diseases. 

A summary of the outstanding clinical fea- 
tures observed in 126 patients operated on at 
the clinic for chronic relapsing pancreatitis is 
shown in table 1. I would like to emphasize 
particularly the high incidence of chronic al- 
coholism, narcotic addiction and pancreato- 
lithiasis. In evaluating the results of surgical 
treatment, it is important to know the inci- 
dence of these various factors which indicate 
the presence of a severe type of chronic pan- 
creatitis and reflect some of the difficulties in- 
herent in restoring the patients to a normal 
state of physical and mental health. 

Treatment—A surprising number of surgi- 
cal procedures have been advocated in the 
management of chronic relapsing pancreatitis. 
We have had occasion at the clinic to employ 
many of these procedures and on the basis of 
this experience I shall attempt to evaluate sev- 
eral of them, and finally I shall mention the 
operations that have been most effective. The 
various surgical procedures that may be used 
in the treatment of this disease have been 
classified as follows by Cattell and Warren:* 
Indirect procedures 

A. Biliary tract procedures 

1. Cholecystectomy—choledochostomy 
2. Biliary-intestinal anastomosis 
3. Sphincterotomy 
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B. Gastrointestinal diversion 
1. Gastroenterostomy 
2. Pyloric exclusion 
3. Gastrectomy 
C. Nerve interruption 
1. Sympathectomy 
a. Thoracolumbar 
b. Splanchnicectomy 
2. Vagotomy 
Direct procedures 

A. Drainage of cysts 

B. Lithotomy 

C. Anastomosis of the duct of Wirsung 

1. Continuity 
2. Diversion 

D. Transduodenal exploration and dilata- 

tion of main pancreatic ducts 

E. Resection 

1. Distal pancreatectomy 
a. Distal pancreatectomy with distal 
pancreaticojejunostomy 
2. Pancreatoduodenectomy 
3. Total pancreatectomy 

The operations directed at the biliary tract 
were done originally in the belief that the 
biliary pathologic alterations were responsi- 
ble for the chronic pancreatitis. It is our feel- 
ing today that the relation is not thoroughly 
established and that biliary tract operations 
should be done only when obvious pathologic 
changes are present. 

The utilization of sphincterotomy as a de- 
finitive procedure in the treatment of chronic 
relapsing pancreatitis is based on the assump- 
tion that the cause is related to a common 
pancreatobiliary channel and that reflux of 
bile is due to spasm of the sphincter of Oddi. 
This theory has been adopted particularly by 
Doubilet and Mulholland.*:° These authors 
have had extensive experience with this pro- 
cedure and have obtained excellent results 
with this maneuver. Our experience has been 
less rewarding. In view of the basic pathologic 
changes of intrapancreatic obstruction, it does 
not seem reasonable that sphincterotomy can 
be effective in most cases of far-advanced 
chronic relapsing pancreatitis. 

Biliary-intestinal anastomosis has been em- 
ployed by Bowers and Greenfield.’ Biliary- 
intestinal anastomosis is also directed at pre- 
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venting bile reflux by a common pancreato- 
biliary channel. Therefore, the advocates of 
this procedure prefer to divért the bile by 
division of the common bile duct and implan- 
tation of the divided duct into the jejunum or 
duodenum. This may be done either by an 
end to side anastomosis or, as some prefer, 
by a Roux Y procedure. It has been our ex- 
perience that simple diversion of the common 
bile duct will not relieve the symptoms of com- 
mon relapsing pancreatitis associated with 
pancreatic obstruction. It may be necessary. 
however, to anastomose the common bile duct 
to a segment of the upper part of the intesti- 
nal tract when obstruction of the common bile 
duct results from swelling of the head of the 
pancreas, 

Partial or incomplete obstruction of the 
duodenum may be associated with chronic 
relapsing pancreatitis. This degree of obstruc- 
tion may require a simple gastroenterostomy. 
Richman and Colp* suggested diverting the 
gastric acid and gastric chyme from the duo- 
denum by either an exclusion operation or 
partial gastric resection in the hope that part 
of the stimulus to pancreatic secretion would 
thus be obviated. Our experience indicates 
that simple diversion of the gastric contents 
from the duodenum is insufficient to control 
the symptoms of chronic relapsing pancrea- 
titis. We employ such diversion only when 
there is some element of obvious obstruction 
to the duodenum or pyloric end of the stom- 
ach. We have indeed observed chronic re- 
lapsing pancreatitis to occur for the first time 
subsequent to subtotal resection for duodenal 
ulcer. We also have seen patients with chronic 
relapsing pancreatitis who have had subtotal 
gastric resection without relief of pancreatic 
symptoms. 

Thoracolumbar sympathectomy, splanchni- 
cectomy, celiac ganglionectomy and vagotomy 
have been advocated for the relief of the pain 
of chronic relapsing pancreatitis. Adequate 
follow-up of patients so treated in our series 
indicates that the initial response is fitful and 
that the patients who have obtained relief 
of pain immediately after operation will fre- 
quently have a recurrence of the pain within 
a few months. 
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Increasing experience in the management 
of chronic relapsing pancreatitis emphasiz¢ s 
the role of intrapancreatic obstruction as the 
basic pathologic change in this condition. 
Consequently, more direct and aggressive ai- 
tacks on the pancreas itself have become the 
accepted methods of treating this condition in 
this clinic. 

Cystic accumulations, either large or small. 
have been ‘present in approximately 35 per 
cent of patients on whom we have operated 
for chronic relapsing pancreatitis. For the 
most part, these are retention cysts and re- 
flect again the obstruction present within the 
pancreatic substance. These cysts have been 
drained in a variety of ways depending pri- 
marily on their size and location and on the 
general condition of the patient at the time 
of surgical treatment. If the patient is extreme- 
ly ill during an acute exacerbation, we prefer 
to drain these cysts externally by the simple 
expedient of evacuating the contents of the 
cyst, suturing a de Pezzer catheter into the 
cavity, and bringing the end of the catheter 
out through a stab wound. This method avoids 
the skin irritation so characteristic of mar- 
supialization, which we no longer employ in 
the classic sense. We prefer to avoid internal 
drainage of these cysts under these particular 
circumstances because many of the patients 
will require a definitive operation, and _in- 
ternal drainage may complicate the subse- 
quent maneuver. A patient who has had ex- 
ternal drainage of a pancreatic cyst associated 
with chronic relapsing pancreatitis and in 
whom a persistent fistula may develop later 
may be treated by direct anastomosis of the 


. duct of Wirsung to the posterior wall of the 


stomach or to the jejunum. Some of these pan- 
creatic cysts, being retention cysts, are espe- 
cially amenable to complete excision. Follow- 
ing excision, it may be wise to anastomose 
the duct of Wirsung to a segment of the upper 
part of the gastrointestinal tract. 

Occasionally one may accomplish a great 
deal in chronic relapsing pancreatitis by a 
pancreatolithotomy, either by transduodenal 
manipulation of the ducts or by incising the 
duct of Wirsung in the neck or body of the 
gland and extracting the pancreatic stones. 
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Since these stones are a reflection of obstruc- 
tion and, in most instances, not the cause, the 
obstruction must be overcome at the time of 
this manipulation. 

In dealing with pancreatic calculi, it is not 
necessary, for the most part, to remove all of 
the stones, nor is it possible in most instances 
to do so. If the main obstruction can be over- 
come and the large stones removed, many of 
the patients will have no further pain. 

Cattell,” in 1947, suggested that anastomo- 
sis in continuity of the duct of Wirsung to 
the jejunum might be effective in the manage- 
ment of chronic relapsing pancreatitis. More 
recently, DuVal'® advocated distal pancreatec- 
tomy and a retrograde anastomosis of the duct 
of Wirsung to the jejunum. Anastomosis of 
the main pancreatic duct is justifiable when 
the proximal obstruction cannot be overcome 
by some other method. Since the obstruction 
within the pancreas may occur at more than 
one point, anastomosis of the duct of Wirsung 
is employed as an adjunct to other types of 
operation in some cases. 

Following the observation of obstruction of 
the pancreatic ducts in a number of cases of 
chronic pancreatitis, recognizable at the time 
of abdominal exploration and demonstrable 
in resected specimens, it seemed plausible to 
attempt to explore the main pancreatic ducts 
transduodenally. Since the obstruction fre- 
quently is near the papilla of Vater, it is pos- 
sible. either before or after sphincterotomy, 
to identify the opening of the duct of Wirsung 
and to explore this duct transduodenally. Ex- 
perience with this procedure in 31 cases dem- 
onstrates that this point of obstruction is 
frequently just beyond the papilla or at the 
junction of the duct of Wirsung with the duct 
of Santorini. In approximately 6 per cent of 
patients approached in this manner, the duct 
of Santorini constituted the major pancreatic 
duct and was obstructed. In the cases in which 
obstruction was treated in this manner, most 
of the patients had pancreatic calculi. Once 
the fibrotic obstructive area had been pene- 
trated, cystic dilatation of the main pancreatic 
ducts or true retention cysts of varying sizes 
were encountered. Equally frequent was the 
presence of pancreatic stones, of which the 
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larger ones could be extracted after the ob- 
struction had been overcome. Once the main 
points of obstruction have been relieved, it is 
possible to insert a probe of appropriate size 
the entire length of the pancreas by way of 
the main pancreatic ducts. 

Occasionally, it will be impossible to relieve 
this obstruction by transduodenal manipula- 
tion of the ducts alone. In several cases, we 
have then resorted to opening the dilated duct 
of Wirsung in the neck or the body of the 
gland, and in this manner have been able to 
approach the point of obstruction in both di- 
rections, that is, directly through the duct of 
Wirsung in the neck or body of the gland as 
well as transduodenally through the ampulla 
of Vater. Following the dilatation or division 
of the strictured area in the main pancreatic 
duct, we have frequently inserted a segment 
of rubber or polyethylene tubing into these 
obstructed ducts and have directed the tubing 
into the lumen of the duodenum before the 
duodenotomy has been closed. In several cases, 
we have employed a small T tube, with an ex- 
ternal limb being brought out through a stab 
wound in the abdominal wall. 

Because of the inconsistent and discour- 
aging results obtained by indirect and less 
radical direct surgical maneuvers in the treat- 
ment of chronic pancreatitis, partial pancrea- 
tectomy has been employed in this and other 
clinics. 

The removal of the distal portion of the 
pancreas is distinctly indicated when the path- 
ologic process is confined to this part of the 
gland. This localization generally occurs in 
chronic pancreatitis secondary to severe trau- 
ma and it may, as stated above, occur in the 
spontaneous variety of the disease. If the ob- 
struction is at the neck or within the body of 
the gland and the proximal segment of the 
pancreas is normal and not obstructed, a distal 
pancreatectomy should be performed. This is 
facilitated by removing the spleen at the same 
time. Once the involved segment of the gland 
has been removed, it should be demonstrated 
by probing or by irrigations, or both, that the 
main pancreatic ducts communicate with the 
duodenum without obstruction. Following this 
demonstration, the divided pancreas is closed 
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TABLE 2 


OreRATIONS PERFORMED IN 126 CAsEs OF CHRONIC 
RELAPSING PANCREATITIS 


OPERATIONS CASES 


Indirect procedures 41 
Biliary tract procedures—22 cases 
Gastrointestinal diversion—7 cases 
Nerve interruption—10 cases 
Miscellaneous procedures—2 cases 


Direct procedures 101 
Drainage of cyst—1l6 cases 
Excision of cyst—3 cases 
Anastomosis—10 cases | 
Drainage of pancreatic abscess—4 cases 
Transduodenal dilatation of pancreatic ducts | 

plus sphincterotomy—31 cases 

Resection—37 cases 


TOTAL | 142* 
*Combined procedures were used in some of the 126 
cases. 


carefully with interrupted mattress silk su- 
tures. Distal pancreatectomy with retrograde 
pancreaticojejunostomy after the manner of 
DuVal should be employed if proximal ob- 
struction is demonstrated following distal pan- 
createctomy, and if this obstruction cannot be 
successfully overcome by intraductal manipu- 
lation and probing. 

In those cases in which obstruction occurs 
at different levels in the pancreatic ducts and 
cystic accumulations are present in the head 
of the pancreas, it has been our experience 
that pancreatoduodenectomy is one of the 
most effective procedures in the treatment of 
this condition. It is, of course. a formidable 
procedure and should not be embarked on 
lightly. If this procedure is employed, the 
divided duct of Wirsung in the pancreatic 
remnant should be anastomosed to the jeju- 
num by precise mucosa-to-mucosa approxima- 
tion in order to restore the external pancreatic 
secretions to the intestinal tract. In the pres- 
ence of pancreatolithiasis, the stones in the 
remnant should be removed from the main 
pancreatic duct insofar as that is feasible. It 
should be pointed out, however, that resection 
of the head of the pancreas may create nu- 
tritional problems. In 2 of 20 patients treated 
in this manner, a jejunal ulcer subsequently 
developed, and one of the ulcers perforated. 
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Total pancreatectomy has been used in a 
limited number of cases of chronic pancr: a- 
titis as recorded by Waugh and his assc.i- 
ates,'' Rhoads, Howard and 
Moss,"* and Cattell and Warren.’ This ope: a- 
tion, of course. removes the basic disease |:ut 
the mortality rate for the operation in general 
is high and the tendency for serious delayed 
postoperative complications to occur is con- 
siderable. This procedure should be reserved 
for cases in which the disease cannot be con- 
trolled by less radical measures. 

Results—Table 2 shows the operations that 
were performed in 126 cases of chronic re- 
lapsing pancreatitis at the clinic. It should 
be emphasized that there were only two post- 
operative deaths in this series of 126 cases. 
In one of the cases in which death occurred, 
the patient had had eight previous operations 
for the disease. In the other case, the patient 
recovered from the operation sufficiently to 
permit his dismissal from the hospital, but 
returned two weeks later with a massive gas- 
trointestinal hemorrhage, from which he died 
before operation could be performed. Autopsy 
showed that the bleeding resulted from a pos- 
terior duodenal ulcer eroding into the gastro- 
duodenal artery. 

A detailed analysis of the results in these 
126 cases in which the patients were treated 
surgically for chronic relapsing pancreatitis 
supports, in general, the following conclusions. 
Indirect surgical procedures on the biliary 
tract or stomach should be employed only to 
the extent that these operations are indicated 
by the pathologic condition in the biliary or 
gastrointestinal tract which in itself would 


constitute an adequate indication for such in- 


direct procedures. This means that indirect 
operations on the biliary tract or gastrointesti- 
nal tract per se are not depended on in this 
clinic to relieve the symptoms of chronic re- 
lapsing pancreatitis. Sphincterotomy is em- 
ployed as an adjunct to the transduodenal 
exploration of the pancreatic ducts since it is 
impossible in many instances to explore the 
pancreatic ducts adequately without division 
of the sphincter of Oddi. 

With respect to the direct procedures on 
the pancreas. it should be stated that pan- 
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creatic cysts should be drained either exter- 
nally by transduodenal manipulation of the 
pancreatic ducts or, in rare instances, by in- 
ternal drainage by anastomosis of the cyst to a 
segment of the upper part of the gastrointesti- 
nal tract. When it appears that the obstruction 
within the pancreas is at a single point and 
that this point is relatively close to the am- 
pulla of Vater or near the opening of the duct 
of Santorini into the duodenum, we prefer to 
do a transduodenal exploration and dilate the 
pancreatic ducts. A segment of rubber or 
polyethylene tubing is inserted into the ducts 
and one end of the tubing is directed into the 
lumen of the duodenum to maintain the paten- 
cy of these ducts until healing has occurred. 
If, on the other hand, the obstruction within 
the head of the pancreas appears to be at sev- 
eral points or if multiple cystic cavities are 
present, a pancreatoduodenectomy may be in- 
dicated. This procedure has been employed 
at the clinic in 20 cases without a postopera- 
tive death, although three patients have sub- 
sequently died of malnutrition. Two of these 
were chronic alcoholics. 

Distal pancreatectomy is indicated primari- 
ly in cases of chronic pancreatitis secondary 
to trauma in which the duct of Wirsung has 
been divided at the time of injury and has not 
been reconstituted during the process of heal- 
ing. It is also indicated in cases in which spon- 
taneous localization of the disease to the distal 
segment of the gland has occurred. 

Anastomosis of the duct of Wirsung to the 
jejunum or stomach is employed in those cases 
in which transduodenal or direct exploration 
of the main pancreatic ducts has been ineffec- 
tive in overcoming the pancreatic obstruction. 
This procedure is employed primarily as an 
adjunct to transduodenal exploration of the 
ducts or as a result of a persistent fistula sec- 
ondary to the external drainage of a pancre- 
atic cyst associated with chronic relapsing 
pancreatitis. 

Contrary to the average optimistic report in 
the literature dealing with a single maneuver 
in the treatment of chronic relapsing pancrea- 
titis, our accumulative experience in the man- 
agement of this disease indicates that there is 
no simple surgical approach to this condition. 
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By employing an individualistic approach to 
these varied problems of chronic relapsing 
pancreatitis and attempting to select the opera- 
tion on the basis of the demonstrable patho- 
logic change at the time of the abdominal ex- 
ploration and by employing direct attacks on 
the pancreas designed to obviate the basic 
pancreatic obstruction, our results have still 
been considerably less successful than the ma- 
jority reported in the literature. Good results 
are achieved in approximately 75 to 80 per 
cent of cases in which the patients are treated 
by distal pancreatectomy, by pancreatoduo- 
denal resection, by transduodenal exploration 
and manipulation of the pancreatic ducts or 
by a combination of these procedures. 

In assessing the results of treatment in this 
series, it is significant to note the high inci- 
dence of associated pancreatic cysts, alcoholic 
abuse, narcotic addiction and pancreatolithia- 
sis at the time of exploration. Many of the 
patients by virtue of their alcoholism, subse- 
quent pancreatitis and ultimate dependency 
on narcotics represent a group in which it 
would be most difficult to attain excellent re- 
sults with any surgical procedure. One of the 
most difficult aspects of evaluating the post- 
operative results in the management of pa- 
tients with far-advanced chronic relapsing 
pancreatitis is to determine to what degree. if 
any. subsequent symptoms are due to the pres- 
ence of recurrent pancreatitis or to the de- 
pendency of these patients on alcohol and nar- 
cotics. It is obvious that these patients must 
be given considerable attention with respect 
to their psychologic management. 


Pancreatic Cysts 


A growing aggressiveness in the operative 
treatment of certain pancreatic cysts indicates 
a measure of dissatisfaction with the older 
forms of treatment such as simple drainage or 
marsupialization. Since these cysts vary widely 
in terms of etiology. size. location, anatomic 
relationships, the presence or absence of pan- 
creatitis, neoplastic tendencies. and communi- 
cation with major pancreatic ducts, and since 
these cysts may affect persons who in turn 
vary in their ability to withstand extensive 
surgical procedures, it is well to keep in mind 
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these several differences in the clinical evalua- 


tion of pancreatic cysts and more particularly 
in the election of a surgical procedure in their 
treatment. 

Etiology—A large percentage of pancreatic 
cysts will occur secondary to acute and chronic 
pancreatitis. It is commonly estimated that 
acute pancreatitis preceded the pancreatic 
cysts in from 60 to 75 per cent of cases. 
Chronic relapsing pancreatitis with ultimate 
obstruction of the pancreatic ducts also ac- 
counts for a considerable number of these 
cysts. In a series of 93 cases of pancreatic 
cysts observed at the clinic, there were 45 
males and 48 females. 

Pathology—-An analysis of these 93 pancre- 
atic cysts revealed that there were one angio- 
cyst, two cystadenomas, nine cystadenocarci- 
nomas, six retention cysts secondary to car- 
cinoma, 25 simple retention cysts and 50 pseu- 
docysts. Forty-four of the 50 pseudocysts were 
due to acute pancreatitis and six were sec- 
ondary to injury of the pancreas. In this series. 
the presence of 17 cysts which were either 
neoplastic or secondary to a proximal carci- 
noma emphasizes the danger inherent in the 
indiscriminate application of internal or ex- 
ternal drainage of all pancreatic cysts. 

Symptoms—The symptoms of pancreatic 
cysts are determined to some degree by the 
cause, size, location and duration of the lesion. 
When the cysts occur secondary to acute pan- 
creatic necrosis or to abdominal trauma, the 
symptoms are usually quite severe and are 
characterized by abdominal pain and motor 
disturbances in the adjacent viscera, particu- 
larly the stomach, duodenum or transverse 
colon. Simple retention cysts. on the other 
hand, may cause minimal symptoms, or, if the 
retention cyst is secondary to chronic relaps- 
ing pancreatitis, it may be associated with 
severe symptoms similar to those observed 
after a single episode of acute pancreatitis. A 
small cyst arising in proximity to the common 
bile duct may cause obstructive jaundice. Ano- 
rexia, nausea and vomiting are less common 
symptoms than pain. Weight loss is a promi- 
nent feature in approximately 50 per cent 
of the cases. Diabetes mellitus, if carefully 
searched for, will be demonstrable in 10 to 
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20 per cent of patients with pancreatic cys's. 

Physical findings—In cases of small p: n- 
creatic cysts, there may be no positive phy .i- 
cal signs. If the cyst is large, on the other 
hand, an abdominal mass will be palpal:le 
either in the epigastrium or the flank, or sonie- 
times in both. The cyst may attain such size 
as to fill the entire abdomen or it may extend 
into the pelvis or, on rare occasions, into thie 
mediastinum. Some of these cysts are so tense 
as to suggest a solid abdominal tumor. Cysts 
secondary to inflammation are usually tender 
whereas a retention cyst may cause little if 
any sensitivity to pressure. 

Roentgenologic manifestations—The diag- 
nosis of pancreatic cysts is frequently con- 
firmed by roentgenologic examination. This 
is facilitated in general by utilizing a barium 
contrast meal or a barium enema. Intravenous 
or retrograde pyelography may help delineate 
some of these cysts. The most common roent- 
genologic findings are characterized by dis- 
placement or distortion of the stomach, the 
duodenum or the transverse colon. Not infre- 
quently, a pancreatic cyst arising in the head 
of the gland and of considerable size will show 
marked widening of the duodenal sweep. 

Treatment—Pancreatic cysts may be treated 
by: (1) marsupialization, (2) simple drain- 
age, (3) internal drainage, (4) excision or 
(5) resection including (a) distal pancrea- 
tectomy, (b) pancreatoduodenectomy or (c) 
total pancreatectomy. 

The principle of marsupialization should 
be credited for making the surgical treatment 
of pancreatic cysts relatively effective and con- 
siderably less dangerous than the more radical 
procedure of excision. Marsupialization, how- 
ever, has recognized limitations. Recurrent 
cysts following this method of treatment will 
occur in an unpredictable number of cases. 
Persistent drainage may be prolonged and 
skin irritation may present a difficult problem. 
Today, when utilizing the principle of external 
drainage, we prefer to evacuate the cystic con- 
tents, inspect the walls of the cavity and then 
suture a de Pezzer catheter into the cavity to 
effect drainage. This method has the advan- 
tages of simplicity and complete protection 
of the skin from the pancreatic enzymes. With 
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the catheter in place, injection studies of the 
cystic cavity can be carried out subsequently 
in determining the appropriate time to remove 
the catheter. 

Small pseudocysts of the pancreas may be 
drained by simple drainage without the uti- 
lization of the principle of marsupialization 
or the catheter drainage already described. 

Anastomosis of the pancreatic cyst to the 
stomach, duodenum, jejunum and even to the 
gallbladder or common bile duct has been em- 
ployed in the management of this condition. 
Indeed, internal drainage has in recent years 
hecome one of the commonest types of treat- 
ment. The proponents of this method of treat- 
ment emphasize the avoidance of an external 
fistula with the resulting skin irritation coin- 
cident to the external drainage of pancreatic 
cysts. Although this method has a definite 
appeal, it should be pointed out that in many 
instances internal drainage is selected when a 
more suitable method of treatment is avail- 
able. Furthermore, it is easy to overlook the 
presence of a neoplastic cyst unless this possi- 
bility is kept in mind each time a pancreatic 
cyst is approached surgically. 

Although it is simple to drain retention 
cysts by internal anastomosis, it is rarely nec- 
essary to do so. Most of these retention cysts 
can be excised. The neoplastic cysts should be 
excised. This means that there is a limited 
scope for internal drainage of pancreatic cysts 
if these various cystic accumulations are ana- 
lyzed individually and if the best available 
method of treatment is employed. Recurrent 
cysts, previously treated by external drain- 
age, which do not lend themselves to total ex- 
cision, should be anastomosed to a segment 
of the upper part of the gastrointestinal tract. 
In most cases, it will be easier to anastomose 
the cyst to the posterior wall of the stomach 
or to a segment of jejunum. It is not neces- 
sary, in our opinion, to employ the Roux Y 
method of diversion although many advocates 
of the procedure prefer this method of inter- 
nal drainage. 

It frequently is both desirable and feasible 
to excise pancreatic cysts. This is especially 
true of retention cysts, as pointed out previ- 
ously, since these cysts commonly are rela- 
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tively free from inflammatory reaction. Since 
retention cysts usually indicate obstruction of 
a major or secondary pancreatic duct, the 
surgeon should always be certain following 
excision that the main pancreatic duct is pat- 
ent. If patency cannot be demonstrated, anas- 
tomosis between the duct of Wirsung and a 
segment of the upper part of the gastrointesti- 
nal tract should be employed. 

In some cases, pancreatic cysts, particular- 
ly those arising in the head of the gland and 
associated with chronic relapsing pancreatitis, 
can be drained by transduodenal manipula- 
tion of the major pancreatic ducts. Since the 
point of obstruction frequently is near the 
major papilla, it is possible after performing 
a sphincterotomy to break through the point 
of obstruction in the duct of Wirsung and ulti- 
mately evacuate these pancreatic cysts by the 
major pancreatic ducts. We recently have uti- 
lized this method in three cases at the clinic. 

Since pancreatic cysts may involve any seg- 
ment of the gland, it will be apparent that 
cysts, whether pseudocysts or true cysts, con- 
fined to the tail or distal body of the gland 
lend themselves particularly to excision by 
distal pancreatectomy. Recurrent pancreatic 
cysts of traumatic origin are indicative of ob- 
struction of the major pancreatic duct at the 
site of trauma and are best treated by distal 
pancreatectomy. Certain congenital cysts 
which are frequently multilocular and are re- 
markably free of pancreatitis or peripancrea- 
titis should likewise be treated by excision of 
the distal segment of the pancreas. 

Multiple small cysts of the head of the pan- 
creas associated with chronic relapsing pan- 
creatitis and reflecting multiple points of ob- 
struction of the major pancreatic ducts may 
require pancreatoduodenal resection for their 
relief. This is obviously a formidable proce- 
dure, and it should be reserved for those cases 
in which less heroic methods either have failed 
or show little promise of being successful in 
eliminating the cyst and in controlling the 
symptoms. 

Total pancreatectomy in the management 
of pancreatic cysts should be reserved exclu- 
sively for those diffuse cystadenocarcinomas 
that cannot be eliminated in any other man- 
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ner. Total pancreatectomy carries a high mor- 
tality rate but is occasionally justifiable in the 
treatment of a diffuse cystadenocarcinoma if 
no gross spread can be demonstrated beyond 
the confines of the pancreas. The cystadeno- 
carcinomas are frequently of low grade malig- 
nancy. One patient with cystadenocarcinoma 
of the pancreas had a total pancreatectomy 
performed by Cattell and is currently well four 
years after resection. 
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BEINGS: Postgraduate Courses 


American CoLLece oF CHest Puysicians, New York: 
Twenty-third annual meeting, May 29-June 2. at Hotel 
Commodore. Examinations for fellowship in the College 
will be held on May 30. Certificates of fellowship will 
be awarded at the annual convocation on June 1. For 
further information, write to: Executive Offices. Ameri- 
can College of Chest Physicians, 112 East Chestnut 
Street. Chicago 11. 


Cornett University Mepicat New York: 
Full-time course in surgical anatomy, May 27-June 22. 
The course is designed for candidates for the American 
Board of Surgery and will be conducted by Dr. Ernest 
W. Lampe. For further information, write to: Office of 
the Dean, Cornell University Medical College, 1300 York 
Avenue, New York 21. 


Tuirp CHILEAN Concress oF UroLtocy, Vina DEL Mar: 
November 20-23. The Congress is sponsored by the 
Chilean Society of Urology. For further information. 
write to: L. Corvalan R.. Secretary, Sociedad Chilena de 
Urologia, Agustinas 972, Oficina 547, Santiago, Chile. 
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UNION INTERNATIONALE DE LA Presse MEpicaLe, Lov- 
pon: Third congress, September 13-15, 1957. Under the 
joint auspices of L’Union Internationale de la Presse 
Médicale and the British Medical Association, the 
meetings will be held in British Medical Association 
House, Tavistock Square, London, W.C.1. Official lan- 
guages for the program will be English and French. For 
further information, write to: Dr. J. W. P. Thompsen or 
Dr. W. Hedgecock, British Medical Association House. 
Tavistock Square, London W.C.1, England. 


Unirep States DerpartMent or HeattH, Epucation 
AND WELFARE: Applications for Senior Research Fellow- 
ships offered by the Public Health Service will be ac- 
cepted until September 1, 1957. Grants will be made 
about December 1, 1957. Fellowships are awarded for 
a five year period and are renewable. Salaries will be 
based on an amount deemed appropriate by the univer- 
sity: no stipend ceiling is established. For further infor- 
mation and application blanks, write to: Chief. Research 
Fellowships Branch, Division of Research Grants. Na- 
tional Institutes of Health, Bethesda 14. Md. 
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effective, selective therapy 


for functional and organic disorders 


CANTIL relieves pain, cramps, bloating...curbs 
diarrhea...restores normal tone and motility. Selec- 
tive action focused on the colon avoids widespread 
interference with normal autonomic function... 
minimizes urinary retention, mouth dryness, blur- 
ring of vision. 


HOW CANTIL IS PRESCRIBED One or two tablets three times 
a day preferably with meals, and one or two tablets at bed- 
time for patients with ulcerative colitis, irritable colon, 
mucous colitis, spastic colitis, diverticulitis, diverticulosis, 
rectospasm, diarrhea following G.I. surgery, bacillary and 
parasitic disorders. 


CANTIL—TWO FORMS CANTIL (plain) —25 mg. of CANTIL in 
each scored tablet—bottles of 100. CANTIL with Pheno- 
barbital— 25 mg. of CANTIL and 16 mg. of phenobarbital 
(warning: may be habit forming) in each scored tablet — 
bottles of 100. 


CANTIL is the only brand of N-methyl-3-piperidyl-diphenyl- 
glycolate methobromide. 


For more detailed information, request Brochure No. NDA 
16, Lakeside Laboratories, Milwaukee 1, Wisconsin. 


LAKESIDE 
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THE “WEIGH” OF ALL FLESH 
for the patient who is all flesh and no will-power... 


€ lay 
5 


RU? 
helps the patient in spite of himself 


Syndrox has a way of putting “backbone” into the Then the euphoriant nature of Syndrox gives 4 
obese patient. lighter, brighter look to life—toning down the 
First it curbs the desire for food, so that a moderate psychic urge to over-indulge. 


meal satisfies. SYNDROX « TABLETS. ELIXIR 
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for your 
avmamenlarium 


Information published in this department 
is supplied by the manufacturers of the 
products described. 


ANTIVERT® 


PURPOSE: Treatment of vertigo. 

composition: Each tablet contains 12.5 mg. of 
meclizine hydrochloride and 50 mg. of nicotinic 
acid. 

DESCRIPTION: Relieves only the symptoms of verti- 
go and has no effect on the underlying causes of 
this condition; is non-narcotic and quick-acting. 
INDICATIONS FOR USE: Meniére’s syndrome, laby- 
rinthitis, tinnitus and postoperative or postradia- 
tive vertigo. 

DOSAGE AND ADMINISTRATION: 1 tablet three times 
daily, before meals. 

HOW sUPPLIED: Bottles of 100. 

propucer: J. B. Roerig and Company. division of 
Chas. Pfizer & Co., Inc.. Chicago. 


TETREX”® SYRUP 


puRPOSE: Broad-spectrum antibiotic. 

compositiION: Each teaspoonful (5 cc.) contains 
tetracycline (phosphate-buffered) syrup equiva- 
lent to 125 mg. of tetracycline hydrochloride. 
INDICATIONS FOR USE: Infections due to  tetra- 
cycline-sensitive organisms; respiratory, urinary, 
gastrointestinal tract, dermatologic and rickettsial 
and viral infections, and for prophylaxis in sur- 
gery and obstetrics. 

DOSAGE AND ADMINISTRATION: 2 teaspoenfuls (10 
ce.) four times daily; severe or prolonged infee- 
tions require higher dosages. Therapy for most 
infections should be continued for 24 to 48 hours 
after the patient has become asymptomatic or 
afebrile. but, in acute streptococcal and staphylo- 
coccal infections, it should be continued for at 
least 10 days. 

HOW stprLieD: In bottles of 2 oz. (60 cc.). 
PropUcER: Bristol Laboratories Inc., Syracuse. 


TRILAFON 


PURPOSE: Tranquilizer. 

COMPOSITION: Perphenazine. 

DESCRIPTION: This “full-range” tranquilizer com- 
bats the various degrees of mental agitation, ten- 
sion and psychomotor overactivity. It has swift 
antiemetic action and produces no apparent dull- 
ing of mental acuity. It is especially suitable for 
geriatric patients and for treating, on an ambu- 
latory basis, patients with emotional and mental 
aberrations. 

INDICATIONS FOR USE: Anxiety associated with a 
variety of mental and emotional disturbances and 
with organic disorders. 

CAUTION: Must be used under close supervision. 
HOW sUPPLIED: Tablets of 2. 4, 8 and 16 mg. 
PRODUCER: Schering Corporation. Bloomfield, N. J. 


SUROMATE 


PURPOSE: Treatment of bacterial infections of uri- 
nary tract. 
coMposiTION: Each tablet contains: 
Sulfadiazine 
Sulfamerazine 
Sulfacetimide 
Extract of Hyoscyamus (contains 
0.155 per cent of alkaloids) 5.75 mg. 
Potassium citrate : 200 mg. 
CAUTION: Constant supervision of patient is essen- 
tial during treatment; discontinue the drug if 
toxic symptoms occur. 
DOSAGE AND ADMINISTRATION: Initial dose, 3 tab- 
lets, then 2 tablets four times a day with water. 
HOW supPLIED: Bottles of 100 and 500. 
propucer: E. L. Patch Company, Stoneham, Mass. 
(Continued on page A-68) 
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“Hey, Tommy, 
have you heard about 
the delicious new 
apple-flavored 


ABDEC’ DROPS" 


> 


é 


ABDEC DROPS are supplied in 15-ce. 
and in 50-cc. bottles with calibrated 
non-breakable plastic droppers. 


New for Your Armamentarium 


® GLUTAVENE® AND GLUTAVENE-K® 


PURPOSE: Treatment of hepatic coma. 
composition: Glutavene contains monosodiu 
L-glutamate; Glutavene-K is monosodium L-g\u- 
tamate mixed with monopotassium L-glutamate 
DESCRIPTION: These drugs reduce the blood level 
of ammonia in hepatic coma and restore to con- 
sciousness patients with diseases of the liver who 
become mentally confused, stuporous and are in 
danger of going into permanent coma. Immediate 
delivery can be made for emergency cases. 
propucer: Gray Pharmaceutical Co., Inc., New- 
ton, Mass. 


MYSTECLIN®-V 


purRPOosE: Antifungal prophylaxis and antibacterial 
therapy. 

coMposITION: Each capsule contains Sumycin 
equivalent to 250 mg. tetracycline hydrochloride 
and 250,000 units MycostaTIN® with added sodi- 
um metaphosphate. 

INDICATIONS FOR USE: Fungal overgrowth, particu- 
larly moniliasis, in the intestinal tract, and for 
additional protection against monilial superinfec- 
tion in patients susceptible to overgrowth of Can- 
dida albicans. 

HOW SUPPLIED: Bottles cf 16 and 100. 

propucer: E. R. Squibb & Sons, division of Olin 
Mathieson Chemical Corporation, New York. 


CELONTIN® 


purpose: Anticonvulsant for treating some types 
of epilepsy. 

composition: N-methyl-a, a-methylphenylsuccini- 
mide. 

INDICATIONS FOR USE: Petit mal and psychomotor 
seizures. 

HOW supPLieD: Bottles of 100 in KApsEAL® form. 
propucer: Parke, Davis & Company, Detroit. 


LITHITROL 


purpose: Control of urinary infection and stone 
formation. 
COMPOSITION: Each tablet contains: 

SALAMIDE®, N.N.R. (Columbus brand 
of salicylamide) 

Methenamine mandelate (Chemical 
combination of methenamine and 
mandelic acid) 250 mg. 

DOSAGE AND ADMINISTRATION: 2 tablets three times 
daily. In the presence of highly alkaline urine, 
Lithitrol therapy should be preceded by 24 to 
36 hours of therapeutic acidification. 

HOW supPLiED: Bottles of 100 and 1000. 
propucer: Columbus Pharmacal Company, Colum- 
bus, Ohio. 
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New for Your Armamentarium 
® DOXEGEST 


purpose: Digestant for persons more than 40 
years old. 

COMPOSITION: Each sugar-coated, diphasic tablet 
contains enteric-coated granules of pancreatin and 
hemicellulase to assure maximum alkaline solu- 
bility, and, in acid-soluble form, betaine hydro- 
chloride, papain, ketocholanic acid and desoxy- 
choiic acid. 

INDICATIONS FOR USE: Symptoms of the maldiges- 
tion syndrome, such as vague epigastric distress, 
flatulence, food intolerance, dyspepsia and ano- 
rexia; pancreatitis, subtotal gastrectomy, post- 
cholecystectomy symptoms and chronic cholecysti- 
tis; psoriasis, and as an aid to complete digestion 
and absorption of essential nutriments and _ vita- 
mins in obesity diets. 

HOW SUPPLIED: Bottles of 100. 

propucer: George A. Breon & Co., New York. 


© JEN-I-SOL 


purpose: Analgesic-antiseptic. 

coMPOsITION: Contains benzocaine and alkyl- 
methyl-benzyl-ammonium-chloride in a lubricant 
base. 

INDICATIONS FOR USE: Used rectally for temporary 
relief of local pain and itching due to hemorrhoids 
and pruritus ani, and as an analgesic lubricant to 
facilitate insertion of rectal dilators. Used topical- 
ly to relieve pain and itching and to combat sur- 
face infection in minor cuts, simple burns, sun- 
burn, insect bites, chickenpox, eczemas, etc. 
CAUTION: Contraindicated where sensitivity or 
idiosyncrasies are present. 

DOSAGE AND ADMINISTRATION: Apply to affected 
area; repeat as required. 

HOW SUPPLIED: 114 oz. tubes with applicator and 
1 Ib. jars. 

propucer: F, E. Young & Co., Chicago. 


© PANMYCIN® PHOSPHATE 


purRPOsE: Broad-spectrum antibiotic. 
coMpPosiITION: Each capsule contains tetracycline 
phosphate complex equivalent to 250 mg. tetra- 
cycline hydrochloride. 

DESCRIPTION: An odorless, yellow. fine crystalline 
powder, relatively insoluble in water and gastric 
juice. It is rapidly absorbed and evidences pro- 
duction of higher initial blood levels than tetra- 
eycline hydrochloride. 

INDICATIONS FOR USE: Pneumonia, acute bronchi- 
tis, septic sore throat, and urinary, gastrointesti- 
nal, dermatologic, rickettsial and viral infections. 
DOSAGE AND ADMINISTRATION: 1 gm. per day in 
four doses of 250 mg. each. Severe or prolonged 
infections require higher doses. For children, 12 
mg. per pound of body weight, given in equally 
divided doses at six hour intervals. 

HOW SUPPLIED: Bottles of 16 and 100. 

PRODUCER: Upjohn Company, Kalamazoo, Mich. 


“mmmmm—. 
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2Ktranslation: “It so happens that highly 
palatable, apple-flavored ABDEC DROPS 
are, at present, my source of nutritional 
supplementation, providing ample 
amounts of eight important vitamins in 


aqueous, nonalcoholic form.” 


2 “ PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 
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effective conception control 


Products 


by Therapy Indications 


PHARMACEUTICALS 
Analgesics and Narcotics 


Ascriptin—Rorer 
Donnagesic—Robins 
Jen-I-Sol—Young .. 
Myoflex— Warren-Teed 
Percodan—Endo .... 


Persistin—Sherman .. 


Antiallergics 

Co-Pyronil—Lilly . 
Novahistine—Pitman-Moore 
Pyribenzamine Lontab—Ciba 


Antiarthritics 
Benemid— Merck Sharp & Dohme 
Butazolidin—Geigy 
Meprolone—Merck Sharp & Dohme 
Pabirin—Smith-Dorsey . 
Pabirin AC—Smith-Dorsey 


Antiasthmatics 
Medihaler-Epi—Riker 
Medihaler-Ilso—Riker . 


Sterane——Pfizer 
Tedral—Warner-Chilcott . 


Antibacterials 


Gantrimycin—Hoffmann-La Roche 
Lipo Gantrisin—Hoffmann-La Roche 


Antibiotics 


Achromycin V—Lederle 
Comycin—Upjohn 
Erythrocin— Abbott 

Mysteclin V—Squibb 
Panmycin Phosphate—Upjohn 
Sigmamycin— Pfizer 
Tetrex—Bristol 


Anticholinergics 


Pro-Banthine— Searle 


Anticonvulsants 


Celontin—Parke, Davis 


Antiemetics 
Antivert—Roerig 


(Continued on page 
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LYSINE-VITAMIN SUPPLEMENT Lenecse 


Finicky eaters are headed for a fast nutritional 
build-up with INCREMIN — tasty appetite stimulant. 


INCREMIN Offers |-Lysine for improved protein utili- 
zation, and essential vitamins for their stimulating 
effect on appetite. 


' Tasty INCREMIN is available in either Drops or Tab- 
lets. Caramel-flavored Tablets may be orally dissolved, 
chewed or swallowed. Cherry-flavored Drops may be 
mixed with milk, formula or other liquid. Tablets: 
bottles of 30. Drops: plastic dropper-type bottle of 
ce. 


Each INCREMIN Tablet 
or each cc. of INCREMIN Drops contains: 


I-Lysine 300 mg. Pyridoxine (B,) 5 mg. 
Vitamin Biz 25 mcgm. (INCREMIN Drops con- 
Thiamine (Bi) 10 mg. tain 1% alcohol) 


Dosage: only 1 INCREMIN Tablet or 10-20 INCREMIN Drops 
daily. 
*Reg. U.S. Pat. Off. 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK ™ 
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Products by Therapy Indications—Continued 


4nti-Inflammatories 


Chymar- Armour 


Antiseptics 
Zephiran——-Winthrop 


Antispasmodics 


Cantil—Lakeside 
Tridal—Lakeside 


dtaractics 


Atarax—Roerig 
Ataraxoid—Pfizer 

Dexamyl—Smith, Kline & French 
Equanil—W yeth 

Miltown— Wallace 

Nostyn—Ames 


Suavitil_—_Merck Sharp & Dohme 


Trilafon—Schering .......... 


Cardiovascular Agents 
Gitaligin— White 
Inversine—Merck Sharp & Dohme 
Metamine—Leeming ............ 
Peritrate— Warner-Chilcott 
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A-29 

A-125 

A-19-98 
A-22-23-100-101 
A-8-9-67 
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A-44 

A-130 


Raudixin—Squibb 
Rauvera—Smith-Dorsey 


Rauwiloid—Riker 


Rauwiloid-Hexamethonium— Riker 


Rauwiloid-Veriloid—Riker 
Unitensen-R—Irwin, Neisler 
Verapene—Wampole 


Corpus Luteum Preparations 


Nugestoral—Organon 


Contraceptives 


Lanteen—Esta 
Preceptin—Ortho 


Dermatologic Preparations 


Desenex—Maltbie 

Desitin Ointment—Desitin 
Lipan—Spirt 
Magnacort—Pfizer 
Neo-Magnacort— Pfizer 
Perazil—Burroughs Wellcome 
Sebizon—Schering 
Selsun—Abbott 
Tashan——Hoffmann-La Roche 


(Continued on page A-75) 
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“The necessary use of antibiotics, sulfonamides and other drugs 
calls for nutritional measures to offset 
effect.’""* 


MYADEC Capsules are supplied in bottles of 30, 100, 250, and 1,000. 


“Campbeil, D. G., In Wohl, M. G., & Goodhart, R. S. Modern Nutrition In Health and Disease, 
Philadelphia, Lea afd Febiger, 1955, p. $35. 
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VIRTUALLY 


NONSENSITIZING ANTIPRURITIC | 


CREAM 


“Its over-all effectiveness as an antipruritic and the high 
degree of tolerance to it have made it a very useful 
preparation.” * 


promptly relieves itching —in 
a wide variety of skin disorders— 
for prolonged periods of time 


rapidly allays the intense 
anal itching associated with 
pinworms 


remarkably free of sensitization 


‘Perazil’ brand Chloreyclizine Hydrochlo- 
ride Cream 1%. Nongreasy base. 


Available in tubes of 1 0z., jars of 1 lb. 


*Ayres, S., III, and Ayres, S., A.M.A. 
Arch. Dermat. & Syph. 69:502 (April) 1954. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Products by Therapy Indications— Continued 


Diagnostic Aids Immunizing Agents 
Clinitesi—Ames .. A-106 Mumps Vaccine—Lederle A-48 
Diuretics Muscle Relaxants ; 
Diamox —Lederle A-16 Flexin—MeNeil A-60 
Enzyme Preparations Parasym pathetic Agents 
Entozyme—-Robins ...................... ..,.A-122-123 Urecholine—Merck Sharp & Dohme A-36-114 
Varidase—Lederle ...... .... A-103 


Reducing Aids 
Geriatric Preparations 


Biphetamine—Strasenburgh A-105 

Vistabolic—Organon A-89 Obedrin—Massengill A-127 

Resydess—Chicago Pharmacal . A-91 

— Seco-Synatan—Irwin, Neisler .... A-49 

Synatan —Irwin, Neisler ; A-49 

Rarical—Ortho cor A-97 


Hormones and Steroids Sedatives and Hypnotics 


Deladumone—Squibb ...... A-102 Carbrital—Parke, Davis AT 
Delalutin—Squibb ....... A-102 Doriden—Ciba ................ Fourth Cover 
Delatestryl—Squibb 4-102 Noludar—Hoffmann-La Roche . A-37 
Delestrogen—Squibb .................... .... A-102 Placidyl—Abbott ......... Facing A-83 


Hydeltra-T.B.A.—Merck Sharp & Dohme .. A-59 (Continued on page A-77) 
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Samples on request 
DESITIN CHEMICAL COMPANY 


-eXCoriati n, chafing 


812 Branch Ave., Providence 4,R. I. 
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DESITIN 


Products by Therapy Indications—Continued 


Sulfonamides 
Terfonyl—Squibb 


Tonics and Digestants 


Doxegest —Breon 


Trichomonacides 


Tricofuron—Eaton 


Urinary Anti-Infectives 


Azo Gantrisin—Hoffmann-La Roche 
Furadantin—FEaton . 

Lithitrol— Columbus 
Suromate—Patch 

Thiosulfil—Ayerst 


Vaginal Antiseptics 
Triple Sulfa Cream—Ortho 


Vitamins and Nutrients 
ABDEC—Parke, Davis 


ABDOL—Parke, Davis ... 
Beminal Forte 817—Ayerst 


A-113 


A-69 


A-27 


A-53 


A-68-69 
A-79 
A-56-57 


Eldec—Parke, Davis 
Engran—Squibb 
Folbesyn—Lederle 
Incremin—Lederle 
Myadec—Parke, Davis 
Redisol—Merck Sharp & Dohme 
Stresscaps— Lederle 
Taka-Combex—Parke, 


Viterra—Roerig 


Davis 


DIETARY 


Dairy Foods—National Dairy Council 
Diasal—Fougera 


INSTRUMENTS AND EQUIPMENT 


Anatomatic Century X-Ray Unit—Picker 
Aspirator—Gomco 
Cardioscope—Cambridge .. 

L-F BasalMeter—-Liebel-Flarsheim 
Multifit Syringes—Becton, Dickinson 


MISCELLANEOUS 
Glutavene—Gray 
Mouthwash—Lavoris 
Retina Camera—Eastman Kodak 


WHEN HER SWEET TOOTH TROUBLES HER DIGESTION 


PARKE, 


to help her cope with carbohydrates 
avoid vitamin deficiencies 


TAKA-COMBEX Kapseals® — containing 
the starch-digestant Taka-Diastase,® 


4\ B vitamins, ascorbic acid, and liver concentrates — 


DAVIS & COMPANY 


are available in bottles of 100 and 1,000, 


TAKA-COMBEX Elixir—containing Taka-Diastase 
and B vitamins—is available in 16-ounce bottles. 


A 
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Yes, doctor, there IS a genuinely effective, 
non-irritating, topical analgesic 


CREME WARREN-TEED 


CUR 


for relief of pain from sprains, 


muscular stiffness, aching joints 


PENETRATING ... 8 to 10 times faster than 
methyl salicylate...8 to 10 times the radial 
distance... proof upon request. 


LASTING . .. traces of salicylate in the urine 
214 hours after application ... peak urine sal- 
icylate at 514 hours... still present after 614 
hours. 


NON-IRRITATING . .. contains no counter ; 
irritants or vasodilators ...can be rubbed in or ~ 
used under bandages. Causes no redness. 


NO MEDICINAL ODOR 
NON-STAINING 


And Ethical ... sold only through the profession, 
not advertised to the consumer. 


THE WARREN-TEED 
PRODUCTS COMPANY 


COLUMBUS, OHIO 


Chattanooga 


Los Angeles Portland 
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for the ones who need 
supplementary minerals 
as well as vitamins 


ABDOL with 


MINERALS 
for 


An entirely new — 
especially for growin g youngsters—ABDOL, 
WITH MINERALS FOR CHILDREN 
provides 10 important vitamins plus 10 
additional mineral components. This un- 
usually comprehensive nutritional supple- 
ment is available in economical capsule 
form. 


Each capsule represents: 


VITAMINS 


VitaminA . . . . (0.9 mg.) 3000 units 
VitaminD . - + + (25 meg.) 1000 units 
Vitamin C (ascorble acid) 40 mg. 
Vitamin B, mononitrate (thiamine Img. 
Vitamin B, (riboflavin) . 
Vitamin B, (pyridoxine hydrochloride) . 0.5 mg. 
Vitamin crystalline (cy in}... 15 meg. 


MINERALS 


0.05 mg. 


*Supplied as inorganic salts. 


Available in bottles of 100 capsules. 


PARKE, DAVIS & COMPANY - 


DETROIT 32, MICHIGAN 


Each Multiple Compressed Tablet of MEPROLONE 
provides the inseparable antiarthritic, antirheumatic 
benefits of: 


1. Prednisolone buffered—the newest and most po- 


tent of the “predni-steroids” for prompt relief of 
joint pain and arrest of the destructive inflammatory 
process. 

2. Meprobamate—the newest and safest of the 
muscle-relaxant tranquilizers for profound relaxa- 
tion of skeletal muscle in spasm. 

Tolerance to this combination is good because there 
is little likelihood of sodium retention, potassium 
depletion or gastric distress with buffered predniso- 
lone, and meprobamate rarely produces significant 
side effects in therapeutic dosage. 

An additional important therapeutic benefit, often 
overlooked, stems from the tranquilizing action of 
meprobamate. This component of MEPROLONE re- 
lieves mental tension and anxiety so often manifest 
in arthritics, making them more amenable to other 
rehabilitation measures. 


INDICATIONS: A wide variety of conditions, in which 
four symptoms predominate: a) inflammation 4) muscle 
spasm c) anxiety and tension @) discomfort and disability; 
i.e., rheumatoid arthritis, rheumatoid spondylitis (Marie- 
Striimpell disease), Still's disease, psoriatic arthritis, osteo- 


Therapeutic benefits of MEPROLONE compared with traditional antiarthvitics. 


suppresses imparts 
| mation | muscle | ansity | wel-bew 
al 
Muscle relaxants 
Tranquilizers 
| | | | | | 


: 1. Meprobamate is the only tranquilizer with 
‘ muscle-relaxant action. 


arthritis, bursitis, synovitis, tenosynovitis, myositis, fibro- 
sitis, fibromyositis, neuritis, acute and chronic low back 
pain, acute and chronic primary and secondary fibrositis 
and torticollis, intractable asthma, respiratory allergies, 
allergic and inflammatory eye and skin disorders (as main- 
tenance therapy in disseminated lupus erythematosus, 
periarteritis nodosa, dermatomyositis and scleroderma). 


SUPPLIED: Multiple Compressed Tablets in bottles of 
100°in two formulas as follows: MePprotone-1—1.0 mg. 
of prednisolone, 200 mg. of meprobamate and 200 mg. of 
dried aluminum hydroxide gel. Meprotone-2— provides 
2.0 mg. of prednisolone in the same formula. 
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NO OTHER 
ANTIRHEUMATIC 
PRODUCT 
PROVIDES AS MANY 


BENEFITS AS 


MEPRO | BAMATE 
PREDNISO| LONE, buffered 


THE ONLY 


ANTIRHEUMATIC, 
ANTIARTHRITIC 


THAT SIMULTANEOUSLY 


RELWIEVES: 

1.MUSCLE SPASM 
2.JOINT INFLAMMATION 
3.ANXIETY AND TENSION 


4. DISCOMFORT 


AND DISABILITY 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INC. PHILADELPHIA 1, PA. 


MEPROLONE is the trade-mark of Merck & Ca, Inc. 
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Against Pathogen & Pain 
in urinary tract infections 


Azo Gantrisin combines the single, soluble sulfonamide, Gantrisin, 


with a time-tested urinary analgesic - in a single tablet. 


Prompt relief of pain and other discomfort is provided 

together with the wide-spectrum antibacterial effectiveness 

of Gantrisin which achieves both high urinary and plasma levels so 
important in both ascending and descending urinary tract infections. 


Each Azo Gantrisin tablet contains 0.5 Gm Gantrisin 'Roche' plus 50 mg phenylazo-diamino-pyridine HCl. 


Gantrisin® - brand of sulfisoxazole 


Original Research in Medicine and Chemistry 
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comes quickly 
for itching, burning, 


scaling scalps... 


Why is Selsun the most effective 
treatment known for seborrheic 
dermatitis of the scalp? 

Selsun relieves itching and burn- 
ing with the first few applications. 

Then, Selsun completely controls 
scaling—in 81-87% of seborrheic 
dermatitis, 92-95% of dandruff 
cases. 

And relief lasts up to four weeks 
between applications, with few re- 
missions when Selsun therapy is 
continued as needed. Selsun is sold 
in 4-fluidounce plastic bottles with 


directions, on OB Gott 
prescription only. 


once you prescribe Sel un 


705005 


®Selsun— Selenium Sulfide, Abbott 


NUDGES YOUR PATIENT TO SLEEP 


Use Placidy] to relieve simple insomnia without need of barbiturates. 
You'll find it especially desirable for helping patients sleep during 
periods of worry, mild excitement, domestic or business strain, and 


the like. Excellent, too, for daytime tranquilizing and muscle relaxation. 


100-mg., 200-mg., and 500-mg. capsules, bottles of 100. Obbott 
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if you 


prescribe 
salicylates 


...you will 
get better 


MYALGIA 


results 
with 


ARTHRITIS 


Aspirin buffered with MAALOX® TABLETS (RORER) 


Ascriptin® tablets: 


1. Produce double the salicylate blood level dose for dose . . . 
compared with plain aspirin.* 

2. Very seldom cause gastric distress. 

3. Relieve pain faster, and longer than does aspirin. 


Indicated: Any conditions where salicylates are useful. 
Dosage: Same as aspirin. 
Formula: Each Ascriptin tablet contains: 
ACETYLSALICYLIC ACID 
MAALox® 
(Magnesium aluminum hydroxide gel) 
Degrees of pain relief are difficult to measure. 


We'll be glad to send you samples of Ascripttn tablets 
with our compliments and you may make your own 
comparisons. 


Promoted professionally only. Available at prescription pharmacies. 


*Human subjects 


PHILADELPHIA 44, PA, 
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*Raudixin reduces mental tension 


Tranquilizing Raudixin reduces the mental tension which plays a 
significant role in hypertension ... reduces mental tension as yet 
unrelated to physical symptoms. 


*Raudixin reduces hypertension 


Blood pressure lowering effect is gradual, sustained in hypertensives 
... little or no hypotensive effect is produced in normotensives. 


*Single daily dosage 


Discourages promiscuous over-use by patients . . . not habit-forming. 


Squibb Quality—the Priceless Ingredient 
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Ci effective—clinically proved 


OLEANDOMYCIN TETRACYCLINE 


rovides added certainty in antibiotic therapy particularly for 
hat 90°. of the patient population treated in home or office... 


lulti-spectrum synergistically strengthened 
KMAMYCIN provides the antimicrobial spectrum of 
Mracycline extended and potentiated with oleandomy- 
a to include even those strains of staphylococci and 
erain other pathogens resistant to other antibiotics. 


pupplied: SigmamycIN CAPSULES — 250 mg. (oleandomycin 83 mg., 
Mtacycline 167 mg.), bottles of 16 and 100; 100 mg. (oleandomy- 


cin 33 mg., tetracycline 67 mg.), bottles of 25 and 100. SIGMAMYCIN 
FOR ORAL SUSPENSION —1.5 Gm., 125 mg. per 5 cc. teaspoonful 
(oleandomycin 42 mg., tetracycline 83 mg.), mint flavored, bottles 
of 2 0z. *Trademark 


Prizer LABorATORIES, Brooklyn 6, N. Y. 
: Division, Chas. Pfizer & Co., Ine. 
World leader in antibiotic development and production 


air 


chances are 
3 to 1 itll be a Chest Film*... 


You might suppose a good chest film would be easy to take. 
Yet this “simple” examination is often very troublesome. 
The trick is to get consistent uniformity so films 

of a given patient taken at long intervals will always be 
dependably comparable in density and contrast. 

If you’re an expert technician, you juggle kilovoltage, 
time, milliamperage and focal spot to suit each patient. 

If you’re not, you guess... wrong, too often. 


There’s no guessing, though, when you work witha 

Picker “Anatomatic” x-ray control. It automatically 

integrates and sets up the whole complex of correct 

exposure factors for individual parts of individual patients. = 


You need no charts, make no calculations. chest films. Next in number are all ex- 
tremities, averaging 10%. 


here’s all you do... 


dial the bodypa “set its thickness * take it! 
this chest station is one of : to the measured thickness P that’s all 
22 bodypart stations of the part 


Companion to the Picker Anatomatic control 
is this efficient “Century” x-ray table 
...atable with the rich look you’d expect to find 
only in upper-bracket x-ray equipment. 

The single tube converts from fluoroscopy 

to radiography and vice versa in a jiffy. 

100 ma and 200 ma models. 


Let your local Picker man tell you more 

about this remarkable x-ray machine ~ 
...or write Picker X-Ray Corporation, 

25 South Broadway, White Plains, New York. 


new way in x-ray 
PICKER “ANATOMATIC” 


fiuorosccpic /radiographic unit 
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‘ACTING IN CONCERT” Tt 


to treat 


the hypertensive patient 


as a whole 


Unitensen-R combines cryptenamine 
and reserpine which “act in concert” 
to control the entire syndrome of 
essential hypertension. 


Cryptenamine dependably lowers blood 
pressure, and improves cerebral and 
renal circulation. It also increases 
cardiac efficiency, and may arrest the 
progress of vascular damage. 


Reserpine raises the threshold of 
emotional response and stifles 
neurogenic aggravation of the disease. 


Each grey-coated Unitensen-R tablet contains: 
Given together, cryptenamine and ee 1.0 mg. 


reserpine produce a far better (tannates) 

therapeutic effect than when given ian ickinnennntiintaieed 0.1 mg. 
separately. And successful therapy Dosage: 1 tablet t.i.d. 

is usually maintained with dosages well For prescription economy, prescribe in 50’s. 


below those producing side effects. To serve your patients today — call 


{Cohen, B. M.; Cross, E. B., and Johnson W.: your pharmacist for any additional information 
Am. Prac. & Digest Treat. 6: 1030, 1955. you may need to help you prescribe Unitensen-R. 


Bibliography. Orgain, E. S.: Postgrad. Med. 17: 
318, 1955. Finnerty, F. A.: Am. J. Med. 17: 629, 1954. 
McCall, M. L., Sass, D. K., Wagstaff, C., and Cutler, J.: 


* Obst. & Gynec. 6: 297, 1955. Cohen, B. M.: New York 
Ee my yj State J. Med. 55: 653, 1955. LaBarbera, J. F.: Med. Rec- 
: - *) ord and Annals 50: 242, 1956. Voskian, J.; Assali, N. 


“T.M., Reg. U.S. Pat. OM, S., and Noll, L.: Surg., Gynec. & Obst. 102: 37, 1956. 
Crisp, W. E., and McCall, M. L.: Am. Prac. & Digest 
Treat. 7: 620, 1956. Finnerty F. A.: Am. J. M. Sc. 229: 


IRWIN, NEISLER & COMPANY 379, 1955. 
DECATUR, ILLINOIS 
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Gomco No. 789 As- 
pirating Pump keep- 
ing patient's throat 
clear during post- 
operative period. 
Weighing only 16 
Ibs., it is a favorite 
for floor use. Sup- 
ported here by 
Gomco No. 816 
Stand, 


Adequate aspiration is one of 
those facilities which leave a 
good impression in the patient's 
mind, because of the comfort and 
ease of breathing it affords him. 
That calls for steady, power- 
controlled aspiration when — 
where—and as long as it’s 
needed, 

That's why so many hospitals, 
clinics and physicians specify 
GOMCO Aspirators. They can 
depend on them. You can depend 
on them, too, because they are built to a standard 
of craftsmanship that tolerates no flaws. 


Have your dealer show you the complete line of 
GOMCO Aspirators and suction-ether units that have 
been fostering good results for over 25 years! 


GOMCO SURGICAL MANUFACTURING CORP. 846-M E. Ferry Street, Buffalo 11, N.Y. 
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FROM HERE... 


---1TO VITALITY 


The Modern Alleotic* 


Vistabolic is a new gerontotherapeutic prepa- 
ration. It provides anti-stress, anabolic, and 
nutritional support, and speeds the geriatric 
patient to recovery from surgery, debilitating 
disease, fatigue, neurasthenia, and other stress- 
ful situations. 


Each oral tablet provides: Each cc provides: 
Hydrocortisone... .... mg. <€& anti-stress aid Hydrocortisone acetate .. 1.0 mg. 
Stenediol® (Methandriol) . . 10.0 mg. <& anabolic aid - Stenediol® (Methandriol). . 10.0 mg. 
Bifacton® (Vitamin Bi2 = nutritional aid > Vitamin B:2 activity (from 

w/ Intrinsic Factor Pernaemon®, Liver 

Concentrate) Injection, U.S.P.) . «+ « 20.0 meg. 

Oral unit 
Available in 10-cc vials and boxes of 30 tablets. 
Professional literature available on request. 


*Vistabolic is an alleotic, an alterative remedy aiding recovery from stress, 


Organon INC. 


ORANGE, N. J. 


May /!957 
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of E. coli and Candida albicans: Panmy¥g@ Me ft) eliminates the bacteria, but not the 
monilia (white grains). Panmycin Phosphaiaaa fp mbined (center) eliminate both the bac- 
teria and monilia (clear ring). Nystatin } 


Each capsule contains: Tetracycline 
phosphate complex equivalent 
to tetracycline hydrochloride, 
250 mg.; Nystatin, 250,000 units. 
Indications and dosage: Same as for 
tetracycline HCI. 

Supplied: Bottles of 16 and 100 
capsules. 

The Upjohn Company, Kalamazoo, Mich. 
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Doctor-—it’s up to you 


to treat Obesity as a serious medical problem 


..- able adjunct to obesity management 


Far from being a subject for comic cartoons, obesity is recognized as an infamous contributor to a wide 
range of degenerative and organic diseases. Only you—employing weight-control agents such as dual- 
powered RESYDESS—can wean patients from excessive ingestion of food. 


RESYDESS strikes at the underlying causes of obesity: 


1. It quells hunger and elevates the mood through 2. Itrelieves stress and anxiety tension believed by 
the effective appetite-depressant, dl-Desoxyephed- many to be a primary reason for compulsive eating, 
rine Hydrochloride. through the potent tranquilizer—Reserpine. 


Tandem action of the teamed ingredients successfully checks the desire for excess food and simultane- 
ously keeps the patient calm but alert. 


Each RESYDESS tablet contains: 


CHICAGO PHARMACAL COMPANY 
Established 1900 
L Cc H I ‘E. DIC 5647 N. Ravenswood Ave. Branch Office: 381 Eleventh St. 
Chicago 40, ill. San Francisco, Calif. 
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d/-Desoxyephedrine Hydrochloride... .8.0 mg. x: 
Send for literature and complimentary clinical supply 
A-91 


ADDRESS // f 


COMPLAINTS 


LAB TESTS 


DIAGNOsSis 


TREATMENT 


Here is Effective Antihypertensive therapy 


WITH GREATER SAFETY 


full effects with smaller doses 


Alseroxylon and alkavervir combined are 
much more effective than either drug 
used alone.' The resulting additive if not 
synergistic action? provides full antihy- 
pertensive effects with relatively smaller 
doses’ of each component drug and with 
fewer side actions. 


Each scored tablet of Rauvera contains 
1 mg. alseroxylon and 3 mg. alkavervir. 


1. LaBarbera, J.F.: Med.Rec. & Ann. 50:242, 1956. 2. Ledbetter, P.V., 


safe initial and routine therapy 


Safety is a distinguishing feature of 
Rauvera, a potent antihypertensive agent 
with safeguards inherent in the purified 
mixed alkaloid fractions, alseroxylon and 
alkavervir. The risks of depression,’ pos- 
tural hypotension or a reduction of blood 
pressure to undesirable levels are virtually 
absent with Rauvera. Patients can be 
started routinely on Rauvera.Therapy can 
be continued over long periods of time. 


and Morrow, E.J.: J. Am. Geriatrics Soc. $:172 (March) 1955. 3. 
Wilkins, R.W.: Am. J. Med. 17:703 (Nov.) 1954. 4. Moyer, J.H.; 
Dennis, E., and Ford, R.: A.M.A. Arch. Int. Med. 96:530, 1955. 


RAUVERA 


SMITH-DORSEY « a division of The Wander Company ° Lincoln, Nebraska 
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in urinary tract 
infections of pregnancy 
delay is dangerous... 


“Approximately one-half of the patients have 
some permanent damage to the urinary tract.’’* 


antibacterial 
concentrations in urine 


2A! nes. 
turbid urine frequently clear 
83 days 


FOR RAPID ERADICATION OF INFECTION 


Specific for genitourinary tract infections 
+ rapid bactericidal action against a wide 
range of gram-positive and gram-nega- 
tive pathogens and organisms resistant to 
other agents + negligible development of 
bacterial resistance + excellent tolerance 
—nontoxic to kidneys, liver and blood- 
forming organs + safe for use in preg- 
nancy. 


AVERAGE FURADANTIN DOSAGE: 100 mg. 
q.i.d. with food or milk. Continue treat- 
ment for 3 daysafter urine becomes sterile. 


SUPPLIED: Tablets, 50 and 100 mg. 
Oral Suspension (25 mg. per 5 cc. tsp.). 


REFERENCES: 1. Rives, H. F.: Texas J. M. 52:224, 1956. 
2. Diggs, E. S.; Prevost, E. C., and Valderas, J. G.: Am. 
J. Obst. 71:399, 1956. 3. Macleod, P. F., et al.: Inter- 
nat. Rec. Med. 169:561, 1956. 


NITROFURANS 
a new class of antimicrobials—neither antibiotics nor sulfonamides 


EATON LABORATORIES NORWICH, NEW YORK 
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A Better Antihypertensive 


“We prefer to use 


alseroxvlon 


(Rauwiloid) 


since it is less likely to produce excessive fatigue and 
weakness than does reserpine.””! Up to 80% of patients 
with mild labile hypertension and many with more 
severe forms are controlled with Rauwiloid alone. 


1. Moyer, J.H.: J. Louisiana M. Soc. 
108:231 (July) 1956. 


A Better Tranquilizer, too 
**...relief from anxiety resulted in generally in- 
creased intellectual and psychomotor efficiency with 
a few exceptions.”’? Rauwiloid is outstanding for its 
nonsoporific sedative action in a long list of unre- 
lated diseases not necessarily associated with hy- 
pertension but burdened by psychic overlay. 


2. Wright, W.T., Jr., et al.: J. Kansas M. Soc. 
57:410 (July) 1956. 


Dosage: Merely two 2 mg. tablets at bedtime. 


Rauwiloid is recognized as basal 
medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making 
smaller dosage effective and freer 
from side actions. 


Rauwiloid + Veriloid* 

In moderate to severe hyperten- 
sion this single-tablet combination 
permits long-term therapy with de- 
pendably stable response. Each tablet 
contains 1 mg. Rauwiloid (alseroxy- 
lon) and 3 mg. Veriloid ‘(alkavervir). 
Initial dose, 1 tablet t.i.d., p.c. 


After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


® 
Rauwiloid + 

Hexamethonium 
In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 4 
tablet q.i.d. 


Riker 10s anceus 
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DRY, SCALY SKIN 
DETERGENT RASH 


SUNBURN 

SIMPLE ECZEMA 

DIAPER RASH 
| ‘DISHPAN’ HANDS 
Superficial skin com- 
CHAFING 
4 plaints usually respond 

4 dramatically to 
oo TASHAN CREAM ‘Roche’ 


Antiprurient, soothing, and healing— 
contains vitamins A, D, E, and d-Panthenol, 
in a cosmetically pleasing water-soluble 
base which fastidious patients will enjoy 
using. Hoffmann-La Roche Inc., Nutley, N. J. 


TASHAN 
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MULTIFIT SYRINGE 


every plunger fits every barrel 


A hypodermic syringe of 
highest quality...one that 
provides superior perform- 
ance...lasts longer...saves 
time...is more economical in 
use...and features inter- 
changeable parts...B-D 
MULTIFIT...the finest syringe 
B-D ever offered to the medi- 
cal profession. 


BECTON, DICKINSON 


AND COMPANY 
RUTHERFORD, NEW JERSEY 


8-D AND MULTIFIT 
T.M. REG. U.S. PAT. OFF. 
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Rarical 


iron-calcium TABLETS 


a unique new compound, ferrous calcium citrate with tricalcium citrate 
- iron and calcium in one molecule 
* more hemoglobin in less time 


- no leg cramps with this iron-calcium 
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1 “T have used meprobamate in my 
general psychiatric practice since April, 1955, 
and believe it to be [a] drug of choice for 

relief of tension, anxiety and insomnia.” 


2 “|. . the patient [taking Miltown] 


\ never describes himself as feeling detached 
> reports or ‘insulated’ by the drug. He remains... 
in control of his faculties, both mental 
of and physical, and his responsiveness to other 


persons is characteristically improved.” 


clinical 


3 “Of special importance is the fact 


studies that Miltown does not appear to affect 


autonomic balance—which in alcoholics is 
often unstable...” 


4 “The [relative] absence of toxicity, 
both subjectively and objectively, is 

an important feature in favor of Miltown. 

In addition, there were no withdrawal 

| phenomena noted on cessation of therapy, 
whether it was withdrawn rapidly or slowly.” 


9) “Miltown is of most value in the 
so-called anxiety neurosis syndrome, especially 
when the primary symptom is tension . . . 
Miltown is an effective dormifacient and 
appears to have . . . advantages over the 
conventional sedatives except in psychotic 
patients. It relaxes the patient for natural 
sleep rather than forcing sleep.” 


® 


THE ORIGINAL MEPROBAMATE 


discovered and introduced 
by 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate—U. S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 


Wallace Laboratories, New Brunswick, N. J. 


Literature and Samples Available on Request 
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prepared by the 


al Planning 


3 J. K. LASSER INSTITUTE 


for 
Postgraduate 
Medicine 


A monthly service dealing with the basic problems 
of mcreasing your net income and building personal 


capital . . . in the face of today’s high tax structure MAY VO 7 


Is Your Wife Prepared For Widowhood? - Statistics show 
that women outlive their husbands by at least seven years. Yet 
comparatively few wives are prepared to handle financial matters 
after death of their husbands. Mrs. Charles Bay, widow of a 
U.S, Ambassador to Norway, and president of A. M. Kidder & 
Co., brokerage firm owned by her husband, outlined some steps 
a husband could take now to aid his wife after his death. 

In brief, here is what you might do: (1) Teach your wife 
to handle family budget and money matters. (2) See that she 
knows how to handle investments and has some investment know- 
ledge. (3) She should know who your banker, broker, insurance 
man and lawyer are. (4) Keep some emergency money in her 
own private savings or checking account. If all emergency funds 

f _ are kept in your account, State law may freeze them for a time 
after your death, Execute a will - and inform her of its contents. 

Consider term insurance to cover mortgage debt on your residence. 

If you die before mortgage is paid off, such insurance cancels 

remaining debt. Write a letter instructing her what to do and 

what not to do after your death. 


Ever Wonder How Your Tax Deductions Compare - with 
amount of deductions taken by other taxpayers with similar in- 
come? You probably have and your curiosity may not be just idle 
curiosity. You're conscious that if your deductions in terms of 
per cent of income run considerably higher than deductions taken 
by other taxpayers with similar income, there is a good chance 
that your return will be selected for an extensive audit. 

Figures released last year will serve as sort of a rough 
yardstick in determining whether personal deductions taken by you 
on return filed this past April were out of line with deductions 
taken by taxpayers with similar income. 


Personal deductions as 
Income per cent of income 


$5,000 - 10,000 . 18.2% 


10,000 - 15,000 
15,000 - 20,000 15.2 ' 
20,000 - 30,000 13.2 


30,000 - 50,000 12.2 
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On Death, You May Leave Your Family Less - than you 


think if you don't take some steps in estate planning now. The ( 
warning by Mrs, Bay to prepare your wife for widowhood is sound 
advice. If you fail to heed that warning, you may discover that 
cost in settling your estate can run much higher than anticipated. 
Here is how a decedent's estate shrinks on the average (more than 
10,000 estates) as a result of settlement costs. Settlement costs 
include Federal estate tax, state inheritance tax, administration 
expenses and debts of the decedent. 


This portion of estate is 


Size of estate consumed by settlement costs 

$10,000 24% 
25,000 18 
50,000 17 

75,000 16.5 
100,000 19 
250,000 17 
500,000 20 

1,000,000 27.5 


Forced sale of property holdings to secure cash is a large 
element in high settlement cost. Don't overlook necessity of 
maintaining some savings in liquid form. Do that and losses due 
to forced sales shortly after your death may be avoided. 


* * * * t( 


Doctor's Contribution To Clinic Gives Tax Deduction - 

A doctor and his partners formed a clinic foundation to be operated 
exclusively for charitable, scientific and educational purposes, 
Partnership property transferred to the clinic was promptly 
leased back by the medical partnership. Thereafter, the doctor 
and his partners made substantial contributions in cash and prop- 
erty to the charitable clinic. Disallowance by the Treasury of tax 
deduction taken by the doctor for such contributions was overruled 
by a Court (Paul Boman, CCA - (8), 1/22/57). 

Here's why the Court decided.in favor of the doctor. While 
the clinic was controlled by the medical partnership and while its 
assets were leased to such partnership, all of the clinic's income 
was irrevocably pledged to charitable uses. In dealing with the 
clinic, the medical partnership acted fairly. For instance, rent 
paid by the partnership to the clinic for use of its assets was 
more than adequate. There was no evidence to show that the 
doctors used the clinic to benefit their partnership financially and 
ultimately themselves. 

The operation of a medical partnership in conjunction with 
a charitable clinic is not uncommon, Yet it is fraught with tax 
dangers. Before you and your associates establish a charitable 
clinic, get legal advice. 
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If You Are Treating A Handicapped Child - here's a tax tip 
you can pass along to the parent. You may find it necessary to 
recommend special school for such child. Treasury recently 
made a complete about-face on expenses incurred for a child 
suffering from eye, speech, mental defect, etc. It now concedes 
practically all costs in sending such child to specialized school 
constitute deductible medical expenses. Deductions would be 
allowed for meals, lodging, cost of ordinary education in addition 
to specialized education. 

If parents failed to take such school costs as a medical 
expense deduction on return just filed - or on return for any year 
still subject to revision - they may be entitled to a refund. The 
cost of such schooling may be reduced because of tax deduction 
allowed. 


Reconcile Your Bank Statements Promptly - Here's why. 
If you delay too long in checking bank statement against your 
figures and later find a discrepancy, you may have to accept 
bank's figures even though you believe they are inerror. Itis 
expensive and sometimes impractical - unless error is large - 
for bank to check an individual account long after depositer has 
received his statement. So laws of most states give the bank pro- 
tection. Such laws put a time limit on how long a bank must hold 
its books open for corrections. In many states that's a matter of 
months. So delay in checking your bank statement could actually 
mean financial loss to you. 


* * 


Going ''Defensive"' On Investments - means shifting invest- 
ment holdings to those securities which promise greatest safety. 
Investment in sound bonds is one way to go defensive. If you 
believe it wise to adopt a defensive position on investment now but 
want a higher return than that offered by bonds, don't overlook 
electric utility stocks. 

Of all industry groups, electric utilities have shown the 
best record of stability and dividend continuity. And practice of 
paying a substantial portion of earnings out as dividends has 
meant - and still means - comparatively high yield on investment. 
Check with your broker for score of well managed utilities opera- 
ting in different areas throughout the U.S, which, even at current 
prices, give yields of 5% or more on investment. 


What Investment Road Guide In Seeking Tax Protected 
Return - should you follow? If you are interested in bond invest- 
ment, you might start by considering municipal bonds. Return 
from such investment is not subject to Federal tax. Currently 
such bonds are attractively priced. 

On other investments, don't overlook tax protection given 


1 4 
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stock in form of capital gain. And on such investment, check for 
those stocks which carry the greatest potential for such tax pro- 
tected return. Which stocks offer greatest potential ? 

Don't overlook stocks of those companies which spend 
heavily on research. A survey made in 1956 revealed that the 
average U.S. company grows at a 3% rate. But the company with 
research-minded management shows an average annual growth 
rate of close to 10%. 

And there's an added tax advantage from such research. 
Generally, such research gives current tax deductions which re- 
duce the tax on cash earnings. For every $100 spent in deductible 
research, tax on other earnings is reduced by $52. In effect, the 
tax collector underwrites in part the current cost of such research, 

There is, of course, some current penalty on investment 
in research companies. To the extent that earnings are invested 
in research, they are not available for current distribution as 
dividends. But there is a direct correlation between research 
and growth. Ultimately, such research will pay off in increased 
earnings - and increased dividends to stockholders. So on invest- 
ment in the research-minded company, the investor increases 
his chances of securing this favorable election: 

(1) He can retain his stockholdings for a continuing higher 
income return. 

(2) He can sell his stock for a capital gain profit. The 
increase in earnings and dividends will be reflected in the price 
at which the stock sells. 


Investment In An Annuity As Part Of Retirement Program - 
has been enhanced due to higher interest rates insurance com- 
panies are receiving on investments and tax shelter given annuity 
return. If you have reached an age where you must take concrete 
steps directed toward retirement, you might recheck return you 
could expect from investment in an annuity. 

Many people believe that to invest in an annuity, you must 
start retirement planning early, pay premiums over a period of 
years. That's on2 way of buying an annuity. But at time of re- 
tirement, you can also purchase annuity by making a single pre- 
mium payment in lump sum form. 

How has the higher return insurance companies are now 
able to secure on investments affected annuity values? Take a 
doctor who has reached 65. He decides to purchase a single pre- 
mium annuity which will furnish him with $1,200 a year. Up until 
recently, the cost of such annuity if bought from one large insur- 
ance company would call for immediate cash outlay of $18,865. 
The same annuity now can be bought from the same insurance 
company for $17,690. That's a saving in premium payment of 
$1,175 - or a reduction in premium cost of more than 6%. 

Under our tax rules, annuity return is partially tax exempt. 
Our doctor age 65 would find that more than $1, 100 of his $1,200 
annuity payments would be tax exempt. Such tax exemption would 
continue for his lifetime. 


Now available at cost — $1.50—3-ring loose-leaf binder to hold 24 monthly Lasser reports. Made of 
blue simulated morocco grain leather; non-soil finish with embossed cushion edge. Send check with 
name and address to POSTGRADUATE MEDICINE, Essex Building, Minneapolis 3, Minnesota. 
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Acute 
inflammation 


Note spread of suppuration throughout 
the tissues and a marked swelling from 
surrounding edema. 


Note regression of edema, swelling and 
‘acute inflammation after starting 
Chymar therapy. 


the newest and SAFEST 
anti-inflammatory agent 


A. 


May 14). 


hymar 


What it is... 


Chymar is a suspension of the 
proteolytic enzyme chymotrypsin in oil, 
for intramuscular use. 


What it does... 


Chymar reduces and prevents inflammation 
irrespective of cause; reduces and prevents 
edema of inflammatory and 

traumatic origin; reduces pain; hastens 
absorption of blood and lymph effusions; 
restores circulation; promotes healing. 


Why CHYMAR is so safe... 


It causes no undesirable local or 

systemic reactions; has no known 
contraindications—no known 
incompatibilities; has no influence on 
blood clotting mechanism; does not 
spread infection, but augments the action 
of concurrently used antibiotics. 


Indications... Prophylactic and 
Therapeutic 


Chymar is indicated in all conditions 

in which inflammation and edema 

retard healing. 1) Accidental injuries: 

Black eyes, bruises, hematomas, wounds, 
burns, sprains, fractures, bursitis. 

2) Surgery: Biopsies, cellulitis, hernia repair, 
hemorrhoidectomies, G. I. surgery 

(to prevent edema and hematomas at 

site of anastomosis), mammectomies, 
orchitis, epididymitis, prostatitis, phlebitis, 
thrombophlebitis, skin ulcers (as an 

adjunct to Tryptar Antibiotic Ointment). 
3) Obstetrics: Breast engorgement 
(postpartum), cephalohematoma, 
episiotomies. 4) Eye Diseases: Inflammation, 
trauma, edema, hematomas (blood in 
anterior chamber), pre- and postsurgically. 


Supply: 5 ce. vials. Each 1 cc. contains 5000 units 
of proteolytic activity. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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MERCK SHARP & DOHME 


announces an important 


new “psychotropic’”’ agent 


(BENACTYZINE HYDROCHLORIDE) 


An entirely new approach to the medical problem of mild 
anxiety states, tension, depression and compulsion. 


‘SUAVITIL’ relieves anxiety without producing depression 
or drowsiness... assists patients to deal more construc- 
tively with the situations which produced such anxiety. 


‘SUAVITIL’ differs fundamentally from any 
of the substances currently used in this field. 
‘SUAVITIL’ has been reported to be, in many 
cases, the only agent indicated in the treat- 
ment of depression. 


‘SUAVITIL’ causes no euphoria and leaves the 
quality of thinking virtually unchanged. It im- 
poses no sedation and has no hypnotic effect, 


although it relieves sleeplessness by reducing » 


repetitive thinking (futile rumination). 


What it is 


‘SUAVITIL’ (benactyzine hydrochloride) is a 
centrally acting psychotherapeutic agent with 
selective activity on various functions of the 
brain. It is believed to act essentially by in- 
hibiting the transmission of nerve impulses 
between neurons. 


‘SUAVITIL’ may best be described as an anti- 
phobic, antiruminant, “mood normalizer”. It 
has been extensively used in England and Den- 


mark, and clinicians report that it effectively 
relieves tension, anxiety and depression in a 
majority of their psychoneurotic patients. Sub- 
jective benefits have been described by pa- 
tients in the following terms: “I feel calm”; “It 
is a feeling of well-being”; “I feel soothed”. 


What it does 


‘SUAVITIL’ offers a new and specific type of 
neurochemical treatment for the patient who 
is disabled by anxiety, tension, depression, or 
obsessive-compulsive manifestations—whether 
the anxiety is founded in fact or whether it has 
become a neurotic state, out of proportion to 
environmental stimuli. 


Absorption and tissue distribution 


‘SUAVITIL’ is well absorbed and rapidly dis- 
tributed in ali tissues. However, except for 
CNS tissue it is rapidly metabolized out of all 
other tissues. Onset of effect is rapid, within 
20 to 30 minutes. 
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Essentially nontoxic 


No toxic effects have so far been reported in 
300 clinical cases taking up to 40 mg. a day 
for several months. In man, single oral doses 
as high as 90 mg. have been taken without evi- 
dence of toxic effects. Chronic toxicity studies 
in animals have shown no signs of drug tox- 
icity. Urine, plasma, liver and heart studies 
have all been within normal limits. 


Indications 


‘SUAVITIL’ Tablets are specifically recom- 
mended in the treatment of mild anxiety states 
associated with obsessive-compulsive reac- 
tions. The efficacy of ‘“SUAVITIL’ in these in- 
dications is unique. Some “tranquilizers” not 
only are of limited or no value but in many 
cases are contraindicated because they may 
produce or deepen depression.’ 


‘SUAVITIL’ is of value in the treatment of 
mild anxiety, tension and depression, accom- 
panying functional disorders such as dysmen- 
orrhea, the menopause, psychosomatic disor- 
ders of the gastrointestinal tract, psychogenic 
asthma, compulsive drinking, various derma- 
toses, preoperative apprehension and inade- 
quate personality. 


‘SUAVITIL’ may often be useful when used 
together with other agents in the total man- 
agement of psychoneurosis. 


‘SUAVITIL’ has a subtle action. Since the on- 
set of the drug’s effect is smooth and without 
major emotional upheaval, the patient must 
be evaluated objectively for favorable re- 
sponse. In contrast, disorientation, confusion, 


and neurological disturbances are frequently 
encountered in association with the adminis- 
tration of “tranquilizers”. These changes may 
occur abruptly, and cause discomfort and em- 
barrassment to the patient. 


Recommended Dosage — Initially, one tablet 
(1.0 mg.) three times a day for two or three 
days. This dosage may be gradually increased 
to 3 mg. three times a day until beneficial re- 
sults are obtained. These results may appear 
soon after initiation of therapy or they may be 
delayed for a week or two. 


When ‘SUAVITIL’ is given to replace a bar- 
biturate, the barbiturate should be gradually 
withdrawn over a period of four to seven days 
to enable the effect of ‘SUAVITIL’ to become 
established. No addiction or withdrawal symp- 
toms have been observed with ‘SUAVITIL’. 
Mild atropine-like side effects may be encoun- 
tered early in treatment, but are inconsequen- 
tial and disappear rapidly. 


‘SUAVITIL’ like other anticholinergic agents, 
should not be used in conditions such as glau- 
coma. It should be administered with caution 
for conditions other than those specifically 
mentioned under “indications” above. 


Supplied 
‘SUAVITIL’ (benactyzine hydrochloride) is 
supplied in bottles of 100 scored tablets, each 
tablet containing 1.0 mg. of benactyzine hy- 
drochloride. 
References: 1. Davies, E. Beresford: A new drug to relieve anxi- 
ety, Brit. M. J. 1:480 (March 3) 1956. 2. Alexander, L.: Thera- 


peutic process in electroshock and the newer drug therapies, 
J.A.M.A. 162:966 (Nov. 3) 1956. 


‘SUAVITIL’ is a trademark of Merck & Co., Inc, 
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Squibb Hydroxyprogesterone Caproate 


A single injection of this potent new ester 
provides progestational activity for. ap- 
proximately 2 weeks, when enough estro- 
gen is present. Vials of 2 and 10 tc., each. 
cc. providing 125 mg. hydroxyprogester- 
one caproate. 


Squibb Estradioi Vaterate 


A single injection. provides potent estro- 
genic action for 2 to 3 weeks, approximat- 
ing the estrogenic phase of the normal 
ovarian cycle. Vials of 1 and 5 cc., each 
ce. providing 10 mg. estradio! valerate. 


‘Squibb Testosterone Enenthate 


A single injection provides potent ana- 
bolic and androgenic action for 3 to 4 
weeks. Vials of 1 and 5 cc., each cc. pro- Bie 
viding 200 mg. testosterone enanthate. : 


combination of Squibb Testosterone Enanthate and 
Squibd Estradiol Valerate 
A single injection of this precisely bal- 
anced dual-hormone formulation provides 
sustained and integrated anabolic and 
hormone homeostatic action for 3 to 4 
weeks. Vials of 1 and 5 cc., each cc. pro- 
viding 90 mg. testosterone enanthate and 
4mg. estradiol valerate 


SQUIBB QUALITY—THE PRICELESS INGREDIENT 


AND DELADUMONE D ARE SQUIBB TRADEMARKS 
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Delay in wound healing 
Changes in peripheral blood picture 


1° Hemorrhage, hematoma or petechiae 
With No Danger Of ¢ Granulomas at injection site 
e Chills, cyanosis or allergic reaction 
e Aggravation of infection 


VARIDASE 


Streptokinase-Streptodornase Lederle 
untramuscular 


Intramuscular VARIDASE accelerates resolution of inflammation 
at almost any site in the body. Provides unsurpassed proteolytic 
therapy in many inflammatory conditions such as: trauma; abscesses; 
cellulitis; thrombophlebitis; epididymitis; decubitus; diabetic and | 
varicose ulcers; hemarthrosis; iridocyclitis; and sinusitis. i] 


Easy-to-prepare—Simple mixing instructions in the package 
literature 


’ Easy-to-use— Water soluble—(no oil)—minimizes injection pain 
... eliminates oil-sensitivity reactions 


1. Miller, J. M.; Surmonte, J. A.; Ginsberg, M., and Ablondi, F. B.: Post- 
graduate Medicine 20:260 (Sept.) 1956. 


: Jederle ) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
Reg. U. S. Pat. Off 
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reasons why 


is the logical combination in 


iron deficiency anemia 


Vitamin C and ferrous iron, as combined in “Cytoferin,” 
provide the direct approach to greater iron absorption 
and utilization because: 


1 Iron is absorbed only in the reduced ferrous form. 


D Ingested iron can be maintained in a reduced state only in an 
acid environment. 


3 Vitamin C given with iron acts as an acidifying and reducing 
agent at the site of maximum absorption. 


A Vitamin C increases the availability of iron for hemoglobin 
and red blood cell formation, as well as to build body reserves. 


5 The combination of iron and vitamin C is likely to be better 
tolerated than iron alone. 


“Cytoferin” Tablets—No. 705, bottles of 100 Each tablet or 10 cc. (2 tsp.) contains: 
and 1,000. “Cytoferin’ Liquid — No. 945 FE Ifate* 

bottles of 8 fluidounces. Stable liquid prepa- (3 ) 
ration; nonalcoholic; extremely palatable; Vitamin C (ascorbic acid).............. 150 mg. 
may be taken undiluted. *Exsiccated in the tablets, and U.S.P. in the liquid. 


Suggested dosages: To be taken preferably with meals. Adults and children: 
1 tablet or 2 teaspoonfuls (10 cc.) two or three times daily. Infants and 
children: 1 teaspoonful (5 cc.) two or three times daily depending on age. 


Bibliography available on request. 


AYERST LABORATORIES NEW YORK, N.Y. MONTREAL, CANADA 
5713 
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Rx 
BIPHETAMINE’ 
for 


For those who live to eat... 


RESIN 


APPETITE CONTROL 
WITH FULL ENJOYMENT 


PATIENT 
APPRECIATION 


one capsule once-a-day. 
PREDICTABLE 
WEIGHT LOSS (x Biphetamine capsules 


containing a mixture of equal parts of amphetamine and 
dextro amphetamine in the form of a resin complex. 
Three strengths—Biphetamine 20 mg., 122 mg., 7/2 mg. 


For Literature and Samples, Write Mason (, 
FOUNDED 1886 


Rochester, N.Y. 
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can you read this thermometer, 


doctor? 


Naturally not. Missing calibration makes it worthless. 


)'| Equally useless and dangerous is a “quantitative” urine-sugar test that does not 
quantitate dependably, or omits readings in the critical range. 


$ Enzyme urine-sugar tests are sensitive and specific for glucose— excellent “yes” 
ss or “no” tests but undependable for quantitation. King and Hainline,? after testing 
1,000 urines, found an enzymatic urine-sugar test unable to distinguish in the 
important range between 12 per cent and 2 per cent or more of urinary glucose. 
Leonards,? in a report on 4,020 tests, revealed that ‘“...in 502 out of 804 tests 
the wrong interpretation was made.” He concluded that enzymatic urine-sugar 
testing ‘‘...as a quantitative procedure is unsatisfactory and can lead to serious 
error in the interpretation of a patient’s clinical condition.”? 


Failure to recognize this limitation of enzyme tests may result in incorrect 
| insulin dosage,? and may lead to diabetic complications. 


(1) King, J. W., and Hainline, A., Jr.: Commercial Glucose Oxidase Preparations for the Detection of 
| Glucose in Urine, Cleveland Clin. Quart. 23:212, 1956. (2) Leonards, J. R.: Evaluation of Enzyme Tests 
for Urinary Glucose, J.A.M.A. 163:260 (Jan. 26) 1957. 


reliable readings throughouv the critical range— 3 
does not omit 34% (++) and 1% (+++) 


urine-sugar testing 
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Why are 
Tablets better for pain? 


WITHIN 

© 1-3 
haus 5-15 MINUTES 
| 6 HOURS 

1-3 
AND LONGER 
1-S 

PAIN RELIEF COMPLETE 
INCIDENCE | 
OF RARE™? 
CONSTIPATION 


almost 


immediate 
relief of pain 


sleep 
uninterrupted 
by pain 


reliability 
of 


pain relief 


— for 
chronic and 
bedridden 


patients 


Betlit, than, codeine APC™ 


Average -dult dose: 1 Percopan* Tablet every 6 hours. 


Supplied: Scored, yellow oral tablets, containing salts of dihydrohy- 
droxycodeinone and homatropine, plus APC. May be habit-forming. 
Percopan Tablets are available at all pharmacies. 


References: 1. Piper, C. E., and Nicklas, F. W.: Indust. Med. 23:510, 1954. 


* 2. Blank, P., and Boas, H.: Ann. West. Med. & Surg. 6:376, 1952. 3. Chasko, W. J.: 


J. District of Columbia Dent. Soc. 31:3, No. 5, 1956. 4. Cass, L. J., and Frederick, 
W. S.: M. Times 84:1318, 1956. 5. Bonica, J. J.: GP 10:35, No. 5, 1954. 


ENDO LABORATORIES, Richmond Hill 18, New York 


*U.S. Pat. 2,628,185 
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THE MEDICAL 


> THE HEAD AND NECK IN 
ROENTGEN DIAGNOSIS 


By Eugene P. Pendergrass, M.D., Professor of 
Radiology and Chairman of the Department of 
Radiology, University of Pennsylvania; J. Par- 
sons Schaeffer, M.D., Professor of Anatomy and 
Director of the Daniel Baugh Institute of Anato- 
my, and Philip J. Hodes, M.D., Professor of 
Radiology, University of Pennsylvania, Philadel- 
phia. Ed. 2. Vols. 1 and 2. 878 and 881 pages, 
illustrated, 1956, Charles C Thomas, Springfield, 
Illinois. $37.50. 


Ever since the first edition of this work was 
published in 1940, it has been regarded as a 
medical classic. The second edition has been one 
of the most eagerly awaited texts in the field of 
roentgenology. 

This edition is not merely a reprint with minor 
modifications: it has been expanded to two vol- 
umes. There is only a slight alteration of the 
original outline and plan, but the anomalies and 


diseases which either were not recognized or well _ 


documented in 1940 are now included. Examples 
of only a few of the additions are ectodermal 
dysplasia, mandibulofacial dysostosis, infantile 
subdural hematomas, subdural hygromas, infan- 
tile cortical hyperostosis, pterygo-alar bar, aero- 
sclerosis and acro-osteolysis. These discussions 
reflect the general increase in the fund of pedi- 
atric radiologic knowledge. 

The subject matter is not limited to primary 
cranial and cervical diseases. Secondary mani- 
festations of systemic diseases—inflammatory, 
metabolic, anomalous and neoplastic—are de- 
scribed completely. Many lesions, especially sec- 
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ookman 


ondary evidences of disease, have been added to 
the section on the teeth and jaws, which long 
has been one of the few good references in this 
field. The section dealing with all phases of cere- 
bral angiography is one of the best available, for 
it includes the authors’ recent additions to the 
literature on this subject. 

Anatomic drawings, specimens and, of course, 
radiographs are included in the more than 2400 
illustrations. The quality of the prints is excellent. 

S. B. F. 


&> THE PRINCIPLES AND ART 
OF PLASTIC SURGERY 


By Sir Harold Gillies, F.R.C.S., London, Eng- 
land, and D. Ralph Millard, Jr., M.D., Assistant 
Clinical Professor, University of Miami School 
of Medicine, Coral Gables, Florida. Vols. I and 
II. 690 pages with 2,472 illustrations, 122 in 
color. 1957, Little, Brown & Company, Boston. 
$35.00. 


These volumes, presenting the authors’ work 
in atlas style, will be of great interest to plastic 
surgeons, and especially to those who have taken 
courses in plastic surgery with the senior author. 

There is chronologic reporting of the senior 
author’s surgical career from his start in ear, 
nose and throat work, through his change to 
plastic surgery during and after World War I. 
down to the present association with the junior 
author. In a brief preface outlining the aims 
and method of presentation, the junior author 
states that “This is a plastic play which has 
been re-enacted as it actually happened, using 

(Continued on page A-110) 
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hat patients can hardl 


simple as A-B-C, day or night routine 
A—opply no complicated 

Berub in shampoo or timing 
C—brush off, or rinse off if desired procedures 


to 

_ — effective in dry or oily dandruff 
e- itching and stinging all respond quickly 
staling and crusting to 

olliness of scalp SEBIZON 

e, 

) _ Available on Rx only in 3 oz. plastic squeeze tube. 


Sesizon,® (antiseborrheic preparation) contains 
10% Sulfacetamide Sodium U. S. P. 
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The Medical Bookman 


the original cast as actors. Its setting is not con- 
fined to the clinic and the operating room, but 
ventures onto the golf course, into the lecture 
hall, and along the fishing stream. It has been 
four years in the making and covers a span of 
40 surgical years.” He continues: 

“There are a few, we hope, who will curl up 
with this book and go, scene by scene, from pro- 
logue to epilogue. The theme throughout is the 
perpetual battle of Beauty versus Blood Supply. 
Each character, whether he dominates an entire 
scene or has but a fleeting moment on the stage. 
will be seen to take part in this conflict. Herein 
lies the drama! 

“In the early acts certain principles evolve 
which, as the plot progresses, are set down 
through soliloquy as basic laws. Any tragedy that 
follows is not a weakness of surgical principles 
but rather a failure in their ultimate execution. 

“About this time it might be profitable to 
muse on the principles already emerging from 
this reconstructive work. The father and mother 
of them all is that plastic surgery is a constant 
battle between blood supply and beauty, but inter- 
spersed throughout is the thought that the vari- 
ous principles apply not merely to plastic prob- 
lems, but that they have a basis applicable in a 
more general way to a philosophy of life.” 

Volume I is divided into three sections: “The 
first act,” “Flap happy,” and “Mostly congeni- 
tal.” “The First act” is subtitled “Cinderella sur- 
gery” and, beginning with the period of World 
War I, goes on to discuss principles, anesthesia, 
technical tips and grafting. “Flap happy.” be- 
sides entailing rotation, direct and forehead flaps, 
covers tube pedicles and lymphedema. The third 
section is concerned with pigmented nevus, he- 
mangioma, radiation burns, cancer, and ear mak- 
ing. Volume II is likewise divided into three sec- 
tions, with three subsections in an introductory 
group: “Harelip and cleft palate,” “Rag bag” 
and “Genitalia.” This is followed by “Private 
practice,” containing a single subsection on re- 
duction and esthetic surgery. The fifth section, 
“Trauma in war and peace,” treats World War 
Il, burns, hand and facial surgery, and cross- 
grafting. The final section covers a day at the 
clinic, and biographic data. 

The vivid surgical career of the senior author 
is documented in the volume, and he is so well 
established that his name on a work is all that is 
needed for its success. He credits his coauthor 
with having faith and vision, without which the 
“book would never even have started.” 


As stated by the publisher, it is “not onl a 
textbook of plastic surgery but the autobiograj jy 
of a world-famous surgeon.” 

J. 


> TRAINING OF THE LOWER 
EXTREMITY AMPUTEE 


By Donald Kerr, B.B.A., Director, National In- 
stitute for Amputee Rehabilitation, Lodi, \ew 
Jersey, and Signe Brunnstrom, M.D., Consultant 
in Amputee Training, Institute of Physical Medi- 
cine and Rehabilitation, New York University- 
Bellevue Medical Center, New York City. 272 
pages with 153 figures. 1956, Charles C Thomas, 
Springfield, Illinois. $6.50. 


With the current longevity and the present 
high incidence of severe trauma, amputation of 
a portion of a lower extremity has become essen- 
tially a routine surgical procedure. However, the 
importance of rehabilitation of the amputee only 
recently has been recognized, as a result of the 
impact of numerous returning servicemen from 
World War II and the Korean war. Therefore. 
the surgical procedure to associate with the prop- 
er level of amputation and the necessary training 
of the amputee have become factors of major im- 
portance in the rehabilitation of the patient who 
has had this type of surgery. Since the vast ma- 
jority of these amputees cannot take advantage of 
centers such as are present in the large Veterans 
Administration hospitals and rehabilitation units, 
a textbook to help direct this type of specific 
training was needed. 

There is no one better qualified than the au- 
thors of this volume to write a manual dealing 
primarily with this problem of rehabilitation. 
Donald Kerr is a bilateral amputee who has es- 
tablished an excellent record and who has an 
outstanding attitude and ability to function with 
the loss of his lower extremities. He has achieved 
an enviable approach to problems that the patient 
may encounter. 

The book is unusually comprehensive in that 
it covers the rehabilitation processes for maxi- 
mum function of the extremity, beginning with 
the postoperative convalescence and continuing 
the instruction directly through the obtaining of 
maximum function. The book has specific refer- 
ences for all participants in the training of the 
lower extremity amputee, including the surgeon. 
nurse, physical therapeutist, limb maker and the 
amputee himself. E. H. OP. 
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ald VITERRA 


a Metabolic stress hitchhikes along with every primary disorder. By simply adding 
viTERRA early in treatment, you combat stress by providing a comprehensive 
nutritional buildup program. 
| viTerRA is not just a vitamin, but a complete nutritional replenishment. Supplies 
both the 10 essential vitamins and 11 important minerals, the “metabolic en- 
ergizers” which are a key to enzyme action. Together, vitamins and minerals 
satisfy tissue hunger and help speed recovery. 
Specify the viterra form which best suits your—and your patient’s needs. (1) 
viterra Capsules, for daily supplementation. In bottles of 30 and 100. (2) When 
t capsules are a problem, viterra TasTitass, which can be chewed, swallowed, 
or mixed in liquids. Ideal for children. In bottles of 100 and 250. (3) viterra 
THERAPEUTIC, when high potencies are indicated. In bottles of 30 and 100. 


PEACE of mind ATARAX® CHICAGO 11, ILLINOIS 
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STERANE’can’t improve his gambit, help him castle or assure a 
checkmate...but STERANE can check asthmatic bronchospasm, 
dyspnea and wheezing to help your patient move about freely in 
almost any pastime or profession with minimum discomfort or 
restriction. Most potent corticoid, STERANE (prednisolone) is 
supplied as white, scored 5 mg. tablets (bottles of 20 and 100) 
and pink, scored 1 mg. tablets (bottles of 100). 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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for prompt clinical response in many common infections 


especially those of the urinary and respiratory tracts 


Squibb Triple Sulfas 
Trisulfapyrimidines 


e Prompt, high blood levels' 
e Excellent tissue diffusion' 


¢ Highly soluble in the urine, especially at critical 
pH levels' 


e Few sensitization reactions' 
Tablets, 0.5 Gm., bottles of 100 and 1000. 


Raspberry-flavored Suspension, 0.5 Gm. per 5 cc. teaspoonful, 
pint bottles. 


Squibb Quality—the Priceless Ingredient 


1. Lehr, D.: Modern Med. 23:111 (Jan. 15) 1955. 
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CHLORIDE 


BETHANECHOL CHI ORIDE 


Prophylactic use of URECHOLINE Tablets considerably 
simplifies the management of postoperative abdominal 
distention. Clinical studies' show improved gastro- 
intestinal tone and increased peristalsis with expulsion 
of flatus (often within thirty minutes), following oral 
administration of 10 to 20 mg. three to four times 
daily. In difficult cases, sub¢utaneous injection increases 
the number of successful responses. 


Other indications: postoperative and postpartum 
urinary retention, hexamethonium-induced side effects, 
and megacolon. 


Supplied: 5 mg. and 10 mg. tablets, bottles of 100; |-cc ampuls, each containing 5 mg. of 
URECHOLINE Chloride 
Reference: | Stattord,C Kugel, A |, and Dederer, Surg. Gynec. & Obst. 89570, Nov 1949. 


URECHOLINE !S A TRADEMARK OF MERCK & CO INC 


Gp 
MERCK SHARP & DOHME 


DIVISION OF MERCK & CO. INC... PHILADELPHIA 1 PA 
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ANTRISIN 


‘Roche’ W/ 


For round-the-clock therapy 
With two doses a day 


Lipo Gantrisin ‘Roche’—a new, palatable 
liquid for antibacterial therapy—offers 
three significant features: 


1. Only two doses a day needed 
in most cases 


2. Adequate twelve-hour blood levels 
after a single dose 


3. Same therapeutic advantages as 


Gantrisin ‘Roche’ 


Lipo Gantrisin® Acetyl—brand of 
acetyl sulfisoxazole in vegetable 


oil emulsion 
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“Safe and effective mainte- 
nance therapy with digitalis 
glycosides had been a problem 
at our institution until we used 
gitalin [GITALIGIN]...”* 


Safest—the only cardioactive 
glycoside whose therapeutic dose 
VISUAL HEART CLINIC — ONE OF A SERIES is 14 its toxic dose. 
ARTERIOSCLEROTIC HEART DISEASE 
ROENTGEN CONFIGURATION 
Postero-anterior position 


Moderate left ventricular enlargement 
with prominence and calcification of 
aortic kncb. . 


Moderate rate of elimination. 


Short latent period. 


Taken from White Laboratories’ Technical Exhibit, 
American Medical Association, 105th Annual Meeting, 
Chicago, June 11-15, 19506. 


Uniform clinical potency. 


Patients now on other cardiotonics may be 
easily maintained on Gitaligin: 0.5 mg. of 
Gitaligin is approximately equivalent to 
0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 
0.5 mg. digoxin. 


GITALIGIN TABLETS — Bottles of 30, 100 and 1000. 


GITALIGIN DROPS—30 cc. bottles with dropper 
calibrated for 0.05, 0.1, 0.2, 0.3, 0.4 and 0.5 mg. 


now available 


GITALIGIN INJECTION —5 cc. ampuls contain- 
ing 2.5 mg. (0.5 mg. per cc.) of Gitaligin. 
° Packages of 3 and 12 ampuls. 


*HARRIS, R.. AND DEL GIACCO R.R.:AM HEART J. (AUG.) 1956, BIBLI- 
OGRAPHY ON REQUEST 


GITALIGIN 


(WHITE'S BRAND OF AMORPHOUS GITALIN) 


White Laboratories, Inc. + Kenilworth, New Jersey 
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CAMBRIDGE OPERATING ROOM 
CARDIOSCOPE 


Modern instruments for surgery 


The Cambridge Operating Room Cardioscope 
continuously indicates to the Anesthesiologist 
and Surgeon any lead of the patient’s electro- 
cardiogram and the instantaneous heart rate or 
the patient's electroencephalogram. Its sweep 
second hand is most convenient for timing res- 
piration and for similar purposes. A cardiac 
standstill alarm gives audible warning instantly 
the heart rate drops below a selected critical 
minimum. By simple operation of a remote con- 
trol switch on the Cardioscope, any portion of 
any lead of the electrocardiogram or the EEG is 
recorded upon the Cambridge Simpli-Scribe Di- 
rect Writing Electrocardiograph located outside 
the Operating Room. In this manner, a continu- 
ous history of the patient’s heart and of the 
depths of anesthesia can be recorded during the 
operation. 


The Cardioscope incor- 
porates the recommen- 


“‘SIMPLI-SCRIBE”’ DIRECT 
WRITER 


OPERATING ROOM CARDIOSCOPE 


dations of prominent Anesthesiologists, Cardiologists and 
Surgeons. The Simpli-Scribe Electrocardiograph is a fine 
portable direct writing instrument embodying the design 
experience and manufacturing skill of Cambridge. Avail- 
ability of this combination of instruments may well decide 
whether surgery is justified upon a poor risk patient. 


It is must equipment for the modern operating room. 


Other Cambridge cardiac diagnostic instruments 


CARDIAC CATHERIZATION UNIT provides cath- 
ode screen monitoring and direct recording of 
intracardiac pressures and electrocardiogram or 
other functions as desired, simultaneously. Two, 
three or four channels may be provided. 


AUDIO-VISUAL HEART SOUND RECORDER enables 
the Doctor to simultaneously HEAR, SEE and 
permanently RECORD heart sounds. 


CAMBRIDGE MULTI-CHANNEL DIRECT WRITING RE- 
CORDER consists of two, three or four direct- 
writing galvanometers together with appropriate 
amplifiers, power supply and control panels, 
mounted on a single mobile cabinet. Multi- 
Channel String Galvanometer Instruments are 
also available. 


CAMBRIDGE STANDARD STRING GALVANOMETER 
ELECTROCARDIOGRAPHS are available in the 
SIMPLITROL Portable Model, the Mobile 
Model, and the Research Model, all of which 
may be arranged for heart sound and_ pulse 
recording. 


EDUCATIONAL CARDIOSCOPE is used in many of 
the leading medical schools for teaching elec- 
trocardiography and auscultation by audio-visual 
demonstration. 

PLETHYSMOGRAPH—Records variations in volume 
of extremities as determined by the state of 
fullness of the blood vessels. 
ELECTROKYMOGRAPH—Produces a continuous rec- 
ord of heart border motion at chosen points along 
the cardiac silhouette. 

BLOOD PRESSURE RECORDER—A portable instru- 
ment which continuously indicates and records 
blood pressure. 

AMPLIFYING STETHOSCOPE—A pocket-size, light- 
weight instrument for auscultation of amplified 
heart sounds and murmurs for normal and hard- 
of-hearing physicians. 

RESEARCH pH METER—For biological and med- 
ical research. Sensitive to .005 pH, readings re- 
producible to .01 pH. 


GAS ANALYZER FOR RESPIRATORY RESEARCH. 


Send for descriptive literature 


CAMBRIDGE INSTRUMENT CO., INC. 


3732 Grand Central Terminal, New York 17 


CHICAGO 39, ILL. 


4000 West North Ave. 1720 Euclid Avenue 


MANUFACTURERS 


PIONEER 


1957 


CLEVELAND 15, OHIO 


OF 


DETROIT 2, MICH. 
7410 Woodward Ave. 


THE 


PHILADELPHIA 4, PA. 
135 South 36th St. 


ELECTROCARDIOGRAPH 
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PSORIASIS 


Proved Clinically Effective Oral Therapy — 


LIPAN Capsules contain: Specially 
prepared highly activated, desiccated 
and defatted whole Pancreas: Thiamin 
HCl, 1.5 mg. Vitamin D, 500 I.U. 


Available: Bottles 180’s, 500’s. 


@Copyright 1956 Spirt & Co. 


maintenance regimen may keep patients 
lesion-free. 


COMPLETE LITERATURE AND REPRINTS 
UPON REQUEST. JUST SEND AN Rx BLANK. 


LIPAN 


Spirt & Co., Inc. 


WATERBURY, CONN. 


On a time-and-labor saving | 
dosage schedule of 500 mg. (2 
capsules) twice-a-day, Tetrex is. 

as therapeutically effective and a 
as free from adverse side effects _ 4 


= Average adult dose: 1 Gm. per. 
day in 2 doses of 500 mg. (2 3 
capsules) each, or in 4 ogy of 


Bri stol 


a. 
| 
7 
wa 
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TETRACYCUBHOSP 
—each capsule equivalent to 250 


ideal... when dermatoses are bloom 


NEO-MAGNACORT 


neomycin and ethamicort topical ointment 
NEOMYCIN + the first water-soluble dermatologic corticoid 


outstanding availability, penetration, therapeutic concentrations and potency 


— without systemic involvement. In 1/2-0z. and 1/6-0z. tubes, 0.5% neomycin sulfate and 
0.5% ethamicort (MAGNACORT). 


for inflammation without infection MAGNACORT ‘topical ointment 


brand of ethamicort 
In 1/2-0z. and 1/6-o0z. tubes, 0.5% ethamicort (hydrocortisone ethamate hydrochloride). 


PFIZER LABORATORIES Pftzer) Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 


* Trademark 


facilitates earlier and more successful 
control of infectidn through faster and 

_ higher blood levels, practically double 

_ those of tetracycline HCI within 1 to 3 

hours after administration of a single 


Blood double 
after single dose of 


OSPHATE COMPLEX 


1 
Tetrex 
ne hydrochloride 


Personal Diary 

and Observations on 
Medical Life 

by MORRIS FISHBEIN, M.D. 


March 1—To lunch with the 
Lyric Opera Board where new 
directors Eric Oldberg and Ed- 
ward Ryerson gave good advice. 
Next to meet Mary Switzer, here 
for a conference on rehabilita- 
tion, and drove her to our apart- 
ment where we were all brought 
up to date. And this year her de- 
partment has 55 million to spend. 
Reading also Kennedy’s “Profiles 
in Courage,” and enjoying every 
minute of this personal history. 


March 2—At noon more con- 
ference with Sylvia Covet and 
watched Illinois and Minnesota 
in an interesting basketball game. 


March 3—All the Marks and 
two Friedells came to brunch and 
dinner. On “Face the Nation,” 
Abba Eban performed like a per- 
fect diplomat, and on ‘‘Wide 
Wide World” the Menningers got 
a million dollars’ worth of pub- 
licity. Read this day a psycho- 
logic story of war in the desert, 
“Bitter Victory,” by Rene Har- 
dy—proving again that no one 
ever wins. 


March 4— Painters and deco- 
rators take over and, in this, old 
Pepys writes and talks and con- 
cocts a fighting statement for the 
New York Mirror on fluorida- 
tion. At night heard “Romeo and 
Juliet,” which lives forever as the 
poetry of love. Some quotes: 


And ‘tis not hard, I think 
For men so old as we to keep the 
peace. 


He jests at scars that never felt a 
wound. 


What’s in a name? That which we 


call a rose 
By any other name would smell as 
sweet. 
* * 


Mareh 5—At the desk to 
write and then to the university 
for the meeting of the National 
Fund for Medical Education. 
Here panels discussed “Tomor- 
row’s challenge to the medical 
sciences.” First, Conant, just re- 
turned from his ambassadorship, 
would be a historian, not a 
prophet. He had noted that medi- 
cal education is longer, and re- 
tirement age earlier; the medicos 
will soon approximate the two 
ages. Stafford, Warren, Austin 
Brues and A. Baird Hastings re- 
viewed the nuclear sciences; Mar- 
quis, Romano, Stalnaker and 
Yntema told of the behavioral 
sciences. Next all to luncheon at 
the Quadrangle Club where Chan- 
cellor Kimpton with rare humor 
hinted at many problems. In the 
afternoon to visit the exhibits of 
the Chicago Medical Society’s 
Midwinter Conference where en- 
thusiasm dominated and here 
were the leaders Fowler, Scatliff, 
Bornemeier, et al., earnestly con- 
sidering their problems. Then 
back to the desk to work late in 
the evening—overtime for Z. W. 
—on correspondence. 


March 6—By early plane to 
Tampa and then drove to Florida 
Southern College in Lakeland, 
and at the country club spoke to 
many medicos and their ladies 
about medical progress. Next 
heard a local symphony orches- 
tra and the concert choir sing 
“Elijah,” a creditable perform- 
ance. Reading now “The Bridge 
at Andau,”’ which is James 


Michener’s story of the Hunga.i- 
an tragedy. 


March 7—In the morning to 
the beautiful Annie Pfeiffer 
Chapel where President Ludd M. 
Spivey presided. Old Pepys spoke 
to student body, faculty and 
guests about social and medical 
changes. Frank Lloyd Wright 
and his lady were introduced and 
he told of his designing the 
buildings for this unique college. 
Thereafter to luncheon with Ben 
McConnell who is the medico of 
the college and to a tea for 
Chancellor Jenkins who owns 
the great chain of Publix Stores. 
In the evening to a dinner for 
Frank Lloyd Wright at the Lake- 
land Yacht Club and met here 
David Steinman, builder of some 
400 bridges, including the Brook- 
lyn Bridge, George Washington, 
Mackinac and others. Thereafter 
to the city auditorium where 
students presented Molnar’s 
“Liliom,” which old Pepys saw 
many years ago with Schildkraut 
and Le Gallienne as stars. 


March 8—Attired in cap and 
gown, went in the procession to 
break ground for a music build- 
ing and to dedicate columns for 
many donors. At 10:30 a.m. old 
Pepys, Steinman, Boris Burns, 
Jenkins and some distinguished 
alumni and Methodist leaders 
given honorary degrees. Burns 
spoke of the rise of the vitamins. 
In the afternoon to visit the lab- 
oratories of Boris Sokoloff, now 
concerned with viruses. Next to 
visit Harvey Greenspan and the 
great plant of the Bib Corpora- 
tion and in the evening to speak 
at a dinner where Bishop John 
W. Branscomb presided and the 
visitors spoke, making a joyful. 
gala occasion. The Bishop point- 
ed out that the average person 
has a vocabulary of 3000 words 

(Continued on page A-124) 
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B ig Town, 
Little Town, U.S.A. 


—DOCTORS EVERYWHERE ARE ASKING FOR 
INFORMATION ON THE NEW L-F BASALMETER! 


They’re vitally interested in this new, 
automatic, self-caleulating metabolism 
unit because it makes BMR tests so 

much simpler and easier! Does away with 

all slide rules, charts, conversion tables, 

etc. Employs the time-honored method of 
measuring oxygen consumption: but does it 
accurately, simply, automatically! Gives 
you a direct-reading immediately on 
completion of test! ASK FOR 


BROCHURE. NO OBLIGATION. 


THE LIEBEL-FLARSHEIM CO., Cincinnati 15, Ohio 


Gentlemen: Please send me, without obligation, the 
6-page brochure “BMR and YOU,” describing the 
L¥ BasalMeteR. 


NAME 


CITY-STATE. 
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(N DIABETES MELLITUS: 


New clinical reports raise hopeful questions: 


Can an adequate 


hig h-protein, 


HIGHLIGHTS OF CLINICAL REPORTS'* 


SCOPE OF STUDY. Approximately 200 patients with diabetes mellitus 
were followed clinically for nearly two years. In addition, laboratory 
studies were done on 25 of the 200 patients, selected at random. 


BASIC PROGRAM. As outlined by Lowenstein, his program employs 
four lines of defense: (1) a prescribed diet of high-protein, low-fat 
content, fortified by gelatin and brewers’ yeast, and divided into 6 
feedings; (2) Entozyme tablets, to assure full protein digestion and 
assimilation; (3) a ‘‘reasonable’’ degree of hyperglycemia, permissi- 
ble or actually encouraged; (4) insulin, as necessary to prevent aceto- 
nuria, or to correct it if it occurs. 


DIETARY PRINCIPLES. All of the Lowenstein diets, from 1500 to 2500 
calories, contain a minimum of 125 Gm. of protein, and a maximum 
of 45 Gm. of fat. Caloric differences are made up in carbohydrate. 


CLINICAL RESULTS. ‘‘Marked’’ improvement was manifest in all 200 
patients. A number of patients previously unemployable because of 

their diabetes returned to work. Cases of diabetic acidosis declined 
| from 23 to 3 in before-and-after 2-year periods. 


Of the 93 patients controlled by insulin at the start of the study, all 
noted ‘‘significant’’ decreases in insulin requirements. In 48, it was 
possible to discontinue insulin altogether, ‘‘without complications.” 


No cases of diabetic neuritis developed. Susceptibility to infection 
proved ‘‘no greater’’ than among non-diabetics. No new cases of reti- 
nitis developed. 


LABORATORY FINDINGS. Among 25 patients subjected to laboratory 
tests, 10 had ‘“‘significant’’ albuminuria at the start of the study. 
After 1 year, 2 cases showed traces only. 


Serum cholesterol levels dropped to normal in all cases in which they 
had been elevated at the start of the study. 


1. Lowenstein, B. E.: Report presented before Southern Medical Association, 
Washington, D.C., Nov. 12-15, 1956. 


2. Lowenstein, B. E.: American Pract. & Digest Treat. 7:1465, 1956. 
Available on request: Copies of Lowenstein report, together 
with sample menu plan and instructions to patients. 
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lead to general clinical improvement? 


In a preliminary report on 25 cases, pub- 
lished in American Practitioner and Digest 
of Treatment (September, 1956), and in a 
more comprehensive report on 200 cases, 
presented at the Washington Meeting of the 
Southern Medical Association (November, 
1956), Lowenstein submitted significant 
answers to these questions. The highlights 
of his study are briefly reviewed at the left. 


What clinical results were achieved under 
Lowenstein’s diet-plus-Entozyme regimen? 
“Marked” clinical improvement in all 200 
cases! ... reduction of insulin require- 
ments in 48.4% of insulin-controlled 
group! .. . discontinuance of insulin en- 
tirely in51.6% of insulin-controlled group.! 


. reduce the incidence of diabetic complications 


...reduce the requirement for e 


Is Entozyme an insulin substitute? 

No. It is a replacement of natural digestive 
secretions, releasing 250 mg. of pepsin in 
the stomach from its gastric-soluble coat- 
ing, and 300 mg. of pancreatin and 150 mg. 
of bile salts in the upper intestine, from its 
enteric-coated core. 


What role does Entozyme play in the treat- 
ment of diabetes mellitus? 

It is suggested that, by promoting full diges- 
tion and absorption of protein, Entozyme 
helps to make available the full metabolic 
activity of protein, aids in restoring nitro- 
gen balance, and encourages the pancre- 
atic islet cells to secrete insulin in greater 
amounts.! 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 
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and an average cotton picker 
about 300. One of the latter had 
a wife whom he insisted had only 
75 words. “How does she get 
along?” asked a visitor. “Well.” 
was the response, “she don’t have 
many words but she sure has a 
big turnover.” Lay late reading 
“Ginger Man,” which is Irish 
realism, by a pupil of James 
Joyce. 


March 9—Driving early to 
Tampa with Shilling, who han- 
dles public relations, and by 
plane to Havana. At the airport 
Steve Herlitz with Marianne and 
Dr. Araujo and with them to the 
Hotel Nacional where Ernest 
Hemingway, with a full beard, 
was in the lobby. In the after- 
noon conferring with them and 
Drs. Hurtado, Bustamante, Lopez- 
Sanchez, Piedra and Calvo on 
affairs of the Revista de la Con- 
federacion Medica Panamericana. 
At night to dine in a new restau- 
rant La Rue #19. All the gossip 
concerned with the steadily grow- 
ing public concern and President 
Batista. Late to play at roulette 
and saw Jack Dempsey spread- 
ing many chips. 


March 10—Again conferring 
and at noon to the home of Dr. 
Jose Angel Bustamante and saw 
here the Seriora and the children 
and partook with delight of arroz 
con pollo, fried bananas, and 
other Spanish gourmet delights. 
Next to visit with Loipa and 
Nada, the daughters of Araujo. 
and to dine with Jose Tarafa and 
his lady in a French restaurant. 


March 11—After another 
breakfast conference, by plane 
with the Herlitzes to Miami and 
drove to the Americana, one of 
the most beautiful hotels I have 
ever seen and full of courteous 
attendants. The terraces, lanai, 
cabanas and many places of din- 
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ing all enjoyable. Read “Stop- 
over, Tokyo,” which is good 
Marquand but not enough of 


Mr. Moto. 


March 12—Relaxing in the 
sun and playing at “Scrabble.” 
Reading now a marvelous medi- 
cal autobiography, “One Man in 
His Time,” by Bethel Solomons, 
obstetrician of the Rotunda in 
Dublin. In the evening to a cock- 
tail party given by the Tisches 
of the Traymore and Americana 
and to dine with the Herlitzes in 
the Bal Masque, seeing there Drs. 
Sams of Miami, Lynch of St. 
Paul, and Clarence Bandler of 
New York. Here heard Patti Page 
and Harvey Stone, the latter fa- 
mous for his monologue of the 
army. Saw here also Leonard 
Florsheim and Walter Jacobs of 
the Hertz organization. 


March 13—More sunshine 
and in the evening to dine with 
Howie Behrman and Pauline and 
the Gibbons of Chase National 


and an evening of conversation. 


March 14—To the Fontaine- 
bleau for luncheon with Boris 
Burns and in the evening to Luau 
for Hawaiian cuisine with Tracy 
Hare and his lady and talked of 
hospitals and toured the miracle 
mile of motels. 


March 15—At noon come my 
sister Jennie Rauh and Mrs. Lear 
of Indianapolis and in the late 
afternoon Frank Wright with a 
new idea for a filtered cigarette. 


March 16—To luncheon 
came H. G. Weiskotten for remi- 
niscing. By plane to Chicago 
meeting en route Drs. Dave Ros- 
enberg and Ed Weiss returning 
also. En route read “Tower in 
the West,” which is a novel ‘of 
which the auditorium of Chicago 
is the main character. 


March 17—A day visited by 
and visiting all the grandciil- 
dren. In the afternoon to the 
great reception given by How. 
ard Willett and his lady and here 
were all interested in the care of 
the crippled to launch the Easter 
seal sale. 


March 18—FEarly to the trial 
of Boerstler and Boerstler vs. the 
A.M.A. and as usual told to re- 
turn later. In the afternoon to 
sit with the committee to con- 
sider the improvement of the 
Cook County Hospital. Here 
much debate on how big a hos- 
pital should be and on whether 
or not decentralization is desir- 
able. Statements by Dr. Charles 
Armstrong and Morris Krieger 
highlighted this occasion, and the 
Welfare Council vs. Karl Meyer 
was a debate and Chester Davis 
who worked out the plan for 
army dependents was a strong 
voice. 


March 19—FEntertaining Amy 
Louise and Morris Daniel while 
their daddy covers the legisla- 
ture in Springfield. Much on 
the long-distance with Herbert 
Mayes, Milton Lasdon, David 
Dietz and Joseph Mandell and 
what a blessing the long-distance 
has turned out to be. 


March 20—Reading Bonner’s 
“Medical History of Chicago,” 
an earnest and dull historical 
document with little insight into 
the drama of the battle against 
disease and the political wars of 
medical organizations. Reading 
also Dick Hewitt’s opus called 
“The Physician-Writer’s Book,” 
which should be on the desk of 
everyone who proposes to write 
for medical publishers. 


March 21—To the Tavern 
Club for luncheon with Halbert 
(Continued on page A-126) 
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Dunn. who would lead a new 
crusade for positive health; then 
to Crerar Library for a confer- 
ence with Ella Salmonsen, who 
is a great help, and to Charles 
Lawrence for aid and counsel. In 
the evening to the Empire Room 
where Merriel Abbott Lewin en- 
tertained two tables for the open- 
ing of Lisa Kirk and the Merry 
Jesters. Old Pepys sat with Helen 
Joselit and Mrs. Lehman, who is 
the daughter-in-law of Sol Leh- 
man, the publisher. The food as 
usual was the best, Dennis James 
and Lou Mindling wandered 
around and Fritz welcomed old 
Pepys like homecoming week. 


March 22—To the meeting of 
the American Association for 
Public Administration gossiping 
with Everett Hughes about soci- 
ology. Read “Onionhead,” and 
found this story of a navy cook 
in love with love boring even in 
the hot spots. So there is an art 
even in salaciousness. At night to 
dine with the Friedells and con- 
versed about mathematics and 
philosophy and such with Morris 
F. Friedell. 


March 23—In the afternoon 
to travel to White Sulphur 
Springs for the board of the 
polio foundation. En route read 
“Twilight of the Gods,” by Ernest 
Gann, whose “High and Mighty” 
was the best of its kind but this 
story of a sailing ship on the 
Pacific seems confused and over- 
technical. Played also at gin with 
Philip Lewin and he did not do 


too well. 


March 24—At the Greenbrier 
and walked in the sunlight with 
Mistress Pepys after greeting all 
the colleagues, the Toppings, Riv- 
ers, Smadel, Dave Price, Cotton. 
Houston Merritt, Basil O’Connor, 
Obers and many more—and all 
missed Anton J. Carlson. 
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March 25—All this day with 
the Committee on Viruses whose 
technical terms and complex 
studies place a great burden on 
the intellect. After a beautiful 
dinner which honored the Buies 
and the Stebbins with a presenta- 
tion by Basil O’Connor, to see 
**Anastasia”” in which Ingrid 
Bergman and Helen Hayes were 
completely convincing in_ their 
performances. 


March 26—This day with 
the Committee on Aftereffects 
and the one on Respirator Cen- 
ters and it would seem the ortho- 
pedic surgeons, like the people 
in Kansas City, have gone about 
as far as they can go. And it is 
strange so much remains yet to 
be learned about the physiology 
of respiration. 


March 27—Practically all this 
day considering grants for edu- 
cation in nursing, social service, 
fellowships in specialties, reha- 
bilitation and occupational ther- 
apy. Already the foundation aids 
13 pilot departments of rehabili- 
tation in medical schools. At 
night with Howard Rusk as a 
partner won at bridge from real 
estate tycoons Roos and Simons 


of New York. 


March 28—To sessions of 
the general advisory board and 
the board of the International 
Poliomyelitis Congress with 
O’Connor presiding, aided by 
Stanley Henwood and Frank 
Snyder. The meeting in Geneva 
has 187 on the program with all 
the nations collaborating. At 
night on the train for New York 
in an elderly coach that rocked 
and rattled and rolled. Heard 
from Chicago that grandson 
Pete Friedell had visited the 
Shoreland to see his great grand- 
ma and obtained two.autographs 
from Elvis Presley. No comment! 


March 29—For conferen 
with Paul Warwick and Hen y 
Legler, then to lunch with H. 3. 
Stuttman, who brings out 1: 
four and eight volume encye o- 
pedias. Next to meet Tominy 
Burns and Ralph Beebe at Dou- 
bleday’s and for a conference 
with Peter Warren. After dinner 
to see Cyril Ritchard and Eddie 
Mayehoff in “A Visit to a Small 
Planet.” by Gore Vidal. full of 
fun and satire and sympathy for 
fumbling people. 


March 30—Lay late and then 
for a shopping tour with Mistress 
Pepys. At noon to the Canadian 
Club for lunch with Steve Her- 
litz. In the matinee to hear and 
see Ethel Merman in “Happy 
Hunting.” with the wonderful 
song “Mutual Admiration Socie- 
ty,” and any show she is in is 
good particularly when Crouse, 
Lindsay and Abe Burrows col- 
laborate. At night motoring to 
Scarsdale for a fine dinner of pot 
roast and potato pancakes and 
some hot “Scrabble” with the 
Milton Lasdons. 


March 31—Farly awake and 
read the New York Times and 
Herald Tribune which takes all 
morning of a Sunday. To brunch 
came all the Van Ripers with 
much talk of new plans. Late to 
supper with the Mayes at the 
Drake and then to see the 
Rodgers and Hammerstein tele- 
cast of “Cinderella” at the studio. 
the color being so superior to the 
black and white that one could 
only marvel at it. Somehow the 
magic fantasy of this delightful 
story was lost in sophistication. 
Thereafter to the Stork Club 
where pickets walked up and 
down and one of the lady pho- 
tographers had a black eye be- 
cause a picket had socked her. 
And Sherman’s business seemed 
well-nigh ruined. 
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Three essential steps 
j 
blishi 
in establishing correct SUPERVISION 
eating patterns: THE 
PHYSICIAN" 
e 1 
of 
ny A BALANCED In the development and 
maintenance of good eating 
EATING PLAN _ habits, there are three 
n essentials: support and 
‘Ss supervision by the physician, 
n a balanced eating plan, and 
a selective medication.!? 
d 
il 
SELECTIVE 
s MEDICATION'* 
|. 
3 
; e Methamphetamine for its anorexigenic and mood-lifting effects. 
A - e Pentobarbital as a balancing agent, to guard against excitation. 
, e Vitamins B, and B, plus niacin to supplement the diet. 
e Ascorbic acid to aid in the mobilization of tissue fluids. 
d 
d Since Obedrin contains no artificial 1. Eisfelder, H.W.: Am. Pract. & 
ll bulk, the hazards of impaction are Dig. Treat. 5:778 (Oct. 1954). 
h avoided. The 60-10-70 Basic Plan pro- 2. Freed, S.C.: G.P. 7:63 (1953). 
h vides for a balanced food intake, with 3. Sherman, R.J.: Medical Times, 
o sufficient protein and roughage. 82:107 (Feb. 1954). 
ie 
e 
P= 
Be 
: and the 60-10-70 Basic Pian 
FORMULA: 
b Semoxydrine HCI (Methamphetamine HCl) 5 mg.; Pentobarbital 20 mg.; Ascorbic 
d acid 100 mg.; Thiamine mononitrate 0.5 mg.; Riboflavin 1 mg.; Niacin 5 mg. 
Write for 60-10-70 Menu pads, weight charts and clinical supply of Obedrin. 
: THE S. E. MASSENGILL COMPANY 
BRISTOL, TENNESSEE 
NEW YORK * KANSAS CITY . SAN FRANCISCO 
1957 A-127 
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Smith, Kline & French Laboratories 
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Portrait Of a Product... 


Tw the wanagement Wild anol srr 
Wows mort tolerate 


in each apple green. scored tabiet. Reserpine—0.1 mg. Protoveratrines A & 8—0.4 mg. 


SUBJECTIVE improvement is prompt and marked. Patients 


say they feel better. 


DISTURBING SYMPTOMS such as headache, dizziness, tin- 


nitus, disappear rapidly. 


THE CHARACTERISTIC EFFECT of Protoveratrines A & B 
is enhanced by combining with reserpine, reducing the dosage 


requirements. 


below usual limits of tolerance. 


%. 


PATIENTS who are receiving reserpine respond more favor- 
ably to veratrum alkaloids. ‘Many more patients tolerate the two 
drugs in combination, as response can be produced with dosage 


Since 1872 — Henry K. Wampole & Co., Incorporated « 440 Fairmount Ave., Philadelphia 
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24 steps to a hospital bed 


The commonest task, such as climbing a flight of 
stairs, confronts the angina pectoris patient with a 
fearful question: “Will 1 be able to make it?” 


Exertion leads to attacks . . . and fear of attacks leads 
to an increasing restriction of activities. Ultimately, 
even the attack-free intervals may lose all semblance 
of normal living. 


Remove the fear factor. In 4 out of 5 patients, routine 
prophylaxis with Peritrate reduces the incidence and 
severity of anginal attacks, improves abnormal EKG 
tracings and increases exercise tolerance. 


” 


A new sense of freedom restores the “cardiac cripple 
to a sense of usefulness and participation, although he 


should not now indulge in previously prohibited stren- 
uous exercise. 

Peritrate prophylaxis is simple: 10 or 20 mg. before 
meals and at bedtime. The specific needs of most pa- 


.tients are met with Peritrate’s five convenient dosage 


forms: Peritrate 10 mg. and 20 mg. tablets; Peritrate 
Delayed Action (10 mg.) for protection continued 
through the night; Peritrate with Phenobarbital (10 
mg. with phenobarbital 15 mg.) where sedation is also 
required; Peritrate with Aminophylline (10 mg. with 
aminophylline 100 mg.) in cardiac and circulatory in- 
sufficiency. 

Usual Dosage: A continuous schedule of 10 to 20 mg. 
before meals and at bedtime. 


Peritrate’ 


(brand of pentaerythritol tetranitrate) 


WARNER-CHILCOTT 


100 YEARS OF SERVICE 


TO THE 


MEDICAL PROFESSION 
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PROBENECID 


Don’t overlook gout in women—they are a sig- 
nificant minority of all gouty patients. Plasma 
urate concentrations are quickly lowered with 
BENEMID—1 to 2 Gm. daily will maintain a per- 
sistent negative balance of uric acid. “‘By this 
simple physical principle the crystalline deposits 
of tophi are gradually carried back into solution 
and excreted.’’' BENEMID is a valuable agent 


for the interval treatment of gout. 
—— 1. Ann. Int. Med. 44:1182 (June) 1956. 2. Current Med. Dig. 20:27 (Sept.) 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc.. PHILADELPHIA 1, PA. 
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PATIENTS SLEEP SOUNDLY with non- 
barbiturate Doriden—0.5 Gm. at bedtime. 
Onset of action is smooth and gradual 
(without preliminary excitation). Effect 
lasts 4 to 8 hours. 


(glutethimide CiBA) 


SUPPLY: Tablets, 0.125 Gm. (white), 0.25 Gm. (white, 
scored), and 0.5 Gm. (white, scored). 


PATIENTS AWAKE ALERT AND RE- 
FRESHED; Doriden is rapidly metabo- 
lized, allows restful natural slumber with- 
out hangover. 


_* I B A SUMMIT, N. J. 
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